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Typhus in South Africa is of three main types: epidemic 
typhus, murine typhus and tick-bite fever. These 
belong to the large group of the rickettsioses and the 
causal organisms are Rickettsia prowazeki, R. mooseri 
and R. ricketsii respectively. The suggestion that 
murine typhus existed in the Union was first made in 
1931 but proof was lacking until Pijper and Dau 
(1933) demonstrated that the rickettsiae isolated from 
the human cases and those from infected rats were 
identical (Pijper and Crocker, 1938). The rats they 
examined had been caught in the Potchefstroom dis- 
trict, Transvaal, but infected rats were soon found in 
many other areas: Finlayson (1936) in the Klein 
Drakenstein area of the Cape Province; Rhodes (1939) 
in Cape Town itself; Gear and de Meillon (1939) in 
Pietermaritzburg, Natal; de Meillon, Gear and Davis 
(1944) in the Transkei; and Harrington and Young 
(1944) in the Port Elizabeth district. 


True murine typhus in the United States was first recognized 
in the South, according to Miller and Beeson (1946), and 
six cases were reported by Paullin from Atlanta, Georgia, in 
1913. Cases were described from North Carolina and Texas 
shortly afterwards. 

Stuart and Pullen (1945) state that Dyer and his co-workers 
demonstrated the rat flea as vector and the rat to be the 
reservoir host. According to Miller and Beeson (1946) infec- 
tion takes place by the introduction of the flea’s excreta into 
the skin via either the fleabite itself or an abrasion possibly 
caused by scratching. An alternative route of infection is by 
inhalation or ingestion of material contaminated by an infected 
rat’s urine. For many years Brill’s disease, a mild form of 
typhus first observed (1898) by Brill in New York, was 
thought to be murine typhus; but Zinsser (1934) postulated 
that this disease was really a sporadic form of epidemic 
typhus, and this was confirmed by Plotz (1943), who used 
complement fixation tests with rickettsial suspensions as anti- 
gens (quoted by Miller and Beeson, 1946). 

Murine typhus occurs most frequently between the ages of 
20 and 40 years and is twice as common in males as in 
females. The condition is usually a mild febrile disease, cases 
occurring sporadically but occasionally in small epidemics. 
There is usually no history of a fleabite. The onset is abrupt, 
often with an accompanying chill. There is a sustained pyrexia 
often up to 102-103° F., and headache, muscular aching and 


malaise are almost constant features. The rash appears 
usually between the fourth and eighth days and is maculo- 
papular, pink to dull red, usually on the trunk and proximal 
parts of the limbs, the palms, soles and face being only 
occasionally involved. A cough, usually non-productive, is a 
frequent manifestation. In healthy young adults there is little 
evidence of toxaemia which may be marked in old people and 
alcoholics. The illness is self-limited, usually terminating 
during the third week (Miller and Beeson, 1946). 

The diagnosis of typhus is suggested by the clinical features, 
and confirmed by a positive Weil-Felix test where there is 
agglutination of Proteus OX19 by the patient’s serum in the 
second or third week, a titre of 1: 160 or higher generally 
being diagnostic. The highest titre occurs in the third week of 
the illness. Complement-fixation tests, using rickettsial suspen- 
sions as antigens, are necessary to differentiate murine from 
epidemic typhus. At an early stage the diagnosis may be 
made by the reaction of a male guinea-pig to inoculation 
with the patient’s blood, but this is time-consuming, needs an 
expert observer and carries the risk of infection among labora- 
tory personnel. A biopsy of the skin rash should show the 
characteristic inflammatory process in the small blood vessels, 
and rickettsial bodies may be identified in the endothelium 
(Miller and Beeson, 1946). 

According to Rhodes (1934) complications are few, a hypo- 
static bronchopneumonia being usually the cause of death 
in fatal cases. 

The mortality is low, in the United States 1-4% (Stuart 
and Pullen, 1945; Binford and Ecker, 1947). In individual 
reports the mortality varies: Maxcy (1926), quoted by Hone 
(1927), records 209 cases (Alabama and Georgia) with eight 
deaths; Stuart and Pulien (1945) 180 cases (New Orleans) 
with no deaths; and in 126 cases (Atlanta) Miller and Beeson 
(1946) report one death. Baker er al. (1934) record 1,029 
cases (Alabama) and show that the mortality varies with age— 
less than 2% for cases under 45 years of age; 5-7% between 
45 and 64 years, and approximately 30°, for persons above 
65 years. This is in agreement with the generally accepted 
view that the mortality is considerably greater in the older age 
groups (Miller and Beeson, 1946; Stuart and Pullen, 1945; 
Hone, 1927). By comparison, the mortality from epidemic 
typhus is 20-60%, varying considerably with the epidemic 
(Stuart and Pullen, 1945). In a personal communication Dr. 
J. H. S. Gear (South African Institute for Medical Research) 
states that there are no accurate figures for the mortality rate 
of cases of murine typhus in South Africa, as it is not 
differentiated from epidemic typhus in the official returns. 

It is not surprising that in view of the low mortality, reports 
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of post-mortem findings are few. Brill (1911) described 
autopsies on two possible cases and one so-called definite case 
but, as has been pointed out, these were probably sporadic 
cases of epidemic typhus. Hone (1927) reported 81 cases 
(Adelaide, Australia) with five deaths. Full post-mortem 
reports are in the Adelaide Hospital Archives (1924), but in 
his paper he merely stated that ‘nothing is found macro- 
scopically beyond the ordinary appearance of a septicaemia ’. 
He found in the brains of two cases none of the lesions of 
epidemic typhus, and examination of blood smears and of 
excised macules in the skin for rickettsial bodies proved 
negative. Unfortunately no mention was made of the heart. 
Pinkerton and Maxcy (1931) discussed in detail a case of 
what was then considered to be murine typhus and gave a 
full post-mortem report, but in a personal communication to 
Binford and Ecker (1947), Pinkerton stated that, on review, 
the case was more likely to have been one of the eastern type 
of Rocky Mountain spotted fever. Saphir (1942), in reviewing 
myocarditis due to murine typhus, discussed only the same 
case, and his statements do not apply to murine typhus. 
Stuart and Pullen (1945) made several observations on the 

thology of murine typhus, but did not cite references, and 
it is uncertain on what they based their information, as there 
were no deaths in their own series. Binford and Ecker (1947) 
described fully the morbid anatomy and histology of three 
cases, and their paper appears to contain the only reliable 
detailed information on the pathology of murine typhus. 

As there appear to be only three fairly complete post- 
mortem reports on murine typhus, it was felt that the presenta- 
tion of a fourth case would be of interest. 


CASE REPORT 


The patient, a European female aged 68 years, was 
admitted to the City Infectious Disease Hospital on 
27 April 1949. She was healthy till three weeks before 
when she developed very severe frontal headache, fever, 
pains in the lumbar region and knees, and also general- 
ized abdominal pain. After about a week in bed the 
abdominal pain subsided, but the fever, headache and 
pain in the left knee persisted. For two weeks she had 
had a cough with green sputum, and for two days 
before admission she complained of dysuria without 
frequency. On the day of admission a generalized 
rash appeared. 

She was a resident of Cape Town, had not been 
out in the veld recently, there were no dogs in the house 
and there was no history of a tick bite. Her daughter 
had been admitted to the same hospital some months 
before with murine typhus proved serologically. 

Examination. On the trunk there was an extensive 
maculo-papular rash, less marked on the limbs, palms 
of the hands and the face. The soles of the feet were 
spared. The papules and macules were from a few 
millimetres to a centimetre in diameter. No lice were 
found. The tongue was dry and the throat normal. 
There was no conjunctivitis. No other abnormalities 
were found on physical examination. The urine was 
reported as normal but a spun deposit was not 
examined. The white cell count was 13,000 per c.mm. 
with an absolute iymphocytosis. 

Course. The patient ran an intermittent pyrexia up 
to 103° F., but was gradually improving when on her 
sixth day in hospital, she very suddenly became 
cvanosed and died within a few minutes. 

Clinically the diagnosis was that of typhus. but the 
appearance of the rash in the third week of the illness 
instead of between the fourth and eighth days was 
against it. This difficulty could be overcome by postu- 
lating that the typhus had been superimposed upon 
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some other coincidental non-specific febrile disorder. 
The sudden death was attributed to either a pulmonary 
embolus or a coronary thrombosis. 


Autopsy (Three Hours after Death). The deceased was 
adipose and elderly. No obvious rash was visible, but there 
were a few petechial spots in the skin over the lower part of 
the abdomen. 

The significant finding in the respiratory system was an 
embolus filling the left pulmonary artery. There was an infarct 
about 3 cm. in diameter in the lower lobe of the left lung. 
The trachea appeared normal. 

A small pericardial effusion of about 20 c.c. of clear serous 
fluid was present. The heart was normal in size but there 
was slight concentric hypertrophy of the left ventricle, which 
measured about 2 cm. in thickness midway between apex and 
base. The myocardium appeared normal. The aorta showed 
a fair amount of atheroma. 

The tongue was coated with a brownish green fur. The 
liver was slightly enlarged but otherwise normal. The spleen 
was normal in size and rather flabby and on the cut surface 
the Malpighian bodies appeared more prominent than usual. 
The pancreas, stomach and intestines were normal. 

There was a considerable amount of perinephric fat. The 
kidneys were equal and normal in size. The capsules did not 
strip easily, and the surfaces were finely granular. On the 
cut surface the differentiation between cortex and medulla 
was poor, and there was some distortion of the cortical pattern. 
The ureters were slightly dilated, the right (about 1 cm. in 
diameter) more than the left. The bladder was markedly 
distended. There was no obstruction in the urethra. 

The thyroid was slightly enlarged and contained in the 
lower pole of the left lobe a nodule about 1 cm. in diameter. 
The suprarenal glands, the pituitary, the brain and the 
meninges showed no abnormality. 

Blood taken from the heart at autopsy contained 273 mg. 
per 100 c.c. of urea and was sterile on culture. A specimen 
sent to the South African Institute of Medical Research in 
Johannesburg was reported by Dr. J. Gear as agglutinating 
Proteus OX19 up to 1: 1,600, with no agglutination of OX2 
and OXK. Using rickettsial suspensions as antigens, agglutina- 
tion with R. mooseri occurred up to 1:400 and with R. 
prowazeki up to 1:100. Complement-fixation tests were 
positive for R. mooseri up to 1: 100 and for R. prowazeki up 
to 1:50. Tests with R. rickettsii (tick-bite fever) and R. 
burneti (Q-fever) gave negative results. There was no doubt 
that the patient had had murine, flea-borne typhus. 

Histological Examination. The myocardium was the seat 
of a diffuse myocarditis. Scattered here and there were foci 
of myocardial degeneration going on to necrosis with swollen 
eosinophilic fibres in which striations had disappeared. In 
relationship to these was a dense cellular infiltration, pre- 
dominantly of polymorphs, but with some histiocytes and 
lymphocytes. In the perivascular connective tissue, which did 
not appear to be increased in amount, were accumulations of 
lymphocytes and histiocytes, with only occasional polymorphs. 
The myocardial lesions were present in roughly the same 
proportion in all the sections examined. Most were small, 
a high power field or less in size, and no more than a dozen 
were evident in a square centimetre of section. In addition, 
between many of the muscle fibres there was a diffuse cellular 
infiltration mainly of lymphocytes and histiocytes. 

The only other striped muscle to be examined histologically 
was that of the tongue, which showed a myositis comparable 
in type to that in the heart. The changes, however, appeared 
less acute: sarcolemma nuclear proliferation was more frequent 
and striking than polymorphonuclear infiltration, and the 
extent of the damage could more easily be assessed. Inter- 
Tuptions in continuity, fragmentation, focal swelling and 
hyalinization could readily be made out and, though cellular 
infiltration was less, the impression was that a degree of 
muscle damage comparable to that in the heart had occurred. 
No typhus nodes were detected. The epithelium of the tongue 
showed some hyperkeratosis and parakeratosis; under this was 
a fibrosis and an infiltration of histiocytes, lymphocytes and 
plasma cells with scanty polymorphs. It was doubtful, how- 


ever, if these changes were in any way related to the myositis 
or to the murine typhus. 


UMI 


ao 


2 
al 
el 
cl 
de 
fa 
m 
| 
ac 
D 
| ar 
ar 
; 
| T 
fir 
| af 
m 
ev 
bi 
al 
| d 
pl 
Ca 
al 
si 
SV 
B 
sc 
m 
A | 
m 
| 
| of 
Bs. 
| | 


a 
= 
< 


lition, 


UMI 


24 Junie 1950 


The liver was congested with widened sinusoids. In focal 
areas of greater dilatation were seen collections of cells, mainly 
lymphocytes, histiocytes and a few polymorphs. There was 
evidence of both degeneration and r ——— of the paren- 
chyma on a fairly extensive scale. e lobules were poorly 
demarcated and eosinophilic, degenerated liver cells with 
faintly staining or absent nuclei were frequent. Regenerative 
signs were marked. There were numerous mitotic figures and 
many of the cells were larger than normal with hyperchromatic 
or double nuclei. No bile duct proliferation was evident. 

The spleen reaction was that of an overcellular pulp in 
which histiocytes and plasma cells were particularly numerous. 
Mitotic figures could often be seen. 

The brain was congested. No ‘typhus nodes’ and no peri- 
vascular lesions were seen in the six sections examined. 

In the cortex and boundary zone of the suprarenal glands 
were occasional collections of about 50-100 cells, mainly histio- 
cytes, with a few lymphocytes, plasma cells and polymorphs. 
These were not associated with any obvious parenchymatous 
changes and did not appear to be related to blood vessels. 
The only other feature of note was a limited degree of fibrous 
tissue thickening of the capsule. 

The kidney showed odlivenn of back pressure in widened 

an spaces containing a cell-free exudate and dilated 

ecting and convoluted tubules. The glomeruli were large 

and showed some endothelial proliferation. Features of 

a significance were small collections of mononuclears, 

ymphocytes and Pr cells, especially in the boundary zone 
and less frequently in the cortex. 

The lungs meee’ a varying degree of mild emphysema, 
oedema and areas of collapse. Congestion was marked. A 
red infarct was present in one of the sections. 

The thyroid nodule showed the histological features of an 
adenoma. 

The pancreas and intestines showed no abnormality. 

Anatomical Diagnosis. Massive pulmonary embolism. 
Diffuse myocarditis. Myositis of the tongue. Degenerative 
and regenerative changes in the liver. Reacting spleen. 
Chronic inflammatory cell infiltration of the suprarenal glands 
and kidneys. Signs of urinary back pressure: a distended 
bladder, dilated ureters. widened glomerular capsular spaces, 
dilated renal tubules. Thyroid adenoma. 


DISCUSSION 


There appear to be no characteristic morbid anatomical 
findings in murine typhus. The exanthem fades rapidly 
after death leaving only any petechial elements which 
may have existed. The intense myocarditis is not 
evident macroscopically. 

Histologically very definite lesions were present. In 
both the present case and those recorded by Binford 
and Ecker there was a striking acute diffuse myocar- 
ditis. The heart was infiltrated by mononuclears, 
plasma cells and lymphocytes, but only in the present 
case were foci of actual muscle degeneration observed 
and in these areas polymorphs were found in not incon- 
siderable numbers. There was no significant endothelial 
swelling in the capillaries. 

Although brain lesions are often found in experi- 
mental animals, the case reported here like those of 
Binford and Ecker (1947) showed only minor changes, 
some oedema and hyperaemia with or without mild 
meningeal mononuclear cell infiltration, and occasional 
perivascular mononuclear cell infiltration of the 
meninges and brain. *‘ Typhus nodes’, so characteristic 
of epidemic typhus, have not been seen. 

Other features common to the present case and those 
of Binford and Ecker were the collections of mono- 
nuclears, plasma cells and lymphocytes in the boundary 
zone and cortex of the kidney. The dilated tubules 
and capsules were also a feature in common but endo- 
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thelial proliferation in the glomerular tufts was recorded 
for the first time. Whether the cell infiltration is directly 
related to typhus or is due to the back pressure is 
uncertain. 

A cellular, reacting spleen has been observed in all 
the cases under discussion (present case and Binford 
and Ecker, 1947). 

Unfortunately no sections of skin were taken but 
Binford and Ecker (one case) stated that in the deep 
corium there was oedema and perivascular infiltration 
by lymphocytes, plasma cells and large mononuclears, 
capillary endothelial cells were swollen and several 
small vessels were occluded by thrombi. The inflam- 
mation extended also to the subcutis. The testis 
showed disrupted tubular epithelium with oedema and 
a patchy infiltration of lymphocytes, plasma cells and 
mononuclears in the interstitial tissue. There was 
swelling of the endothelial cells of the capillaries. It 
is unfortunate that no sections of the ovary were taken 
in the present case as they may have shown comparable 
lesions. 

Sections of the tongue have not been reported on in 
any of the previous cases. There was a very definite 
cell infiltration of the corium and a myositis compar- 
able to the myocarditis. Myositis with degeneration 
was not found in the muscle of the gut, but in the 
rectus muscle (Binford and Ecker) there was mild 
pericapillary and interstitial mononuclear cell infiltra- 
tion and capillary endothelial cell swelling with occa- 
sional capillary obliteration. 

The suprarenal glands have previously been dis- 
missed as normal but in the present case the collections 
of chronic inflammatory cells were striking. The rela- 
tionship of these cells to typhus is uncertain. 

Liver damage has not been striking in other cases 
reported (Binford and Ecker) but in the present case 
the evidence of degeneration and regeneration cannot 
be ignored. Does murine typhus have any specific 
effect on the liver? It would be of interest to have 
liver function tests done on cases seen clinically. 

In the present case the myocarditis appeared ro less 
severe than in the cases of Binford and Ecker who 
attributed the deaths of their patients to this lesion. 
In the present case the patient was improving clinic- 
ally and, had it not been for the untimely pulmonary 
embolus, recovery might have been unhindered. 

The pathology of experimentally induced murine 
typhus in guinea-pigs and rodents has been studied 
thoroughly. Badger (1933) describes how infection may 
be induced by the intraperitoneal injection of testicular 
washings, blood or an emulsion of brain tissue. The 
female guinea-pigs react with a pyrexia only, but the 
males show in addition a diffuse erythema and oedema 
of the scrotum with enlargement of the testes. Rickett- 
siae may be found in smears from the tunica vaginalis. 
He found that brain lesions occurred in 25-60% of the 
guinea-pigs used. Lillie and Dyer (1936) investigated 
these lesions in detail and showed that 50% occurred 
in the cerebral cortex, 16-21% in the thalamus and 
basal ganglia, and about 25% in the midbrain, pons, 
medulla and cerebellum. The lesions were commonly 
of the ‘ typhus node’ type, comprised of small cells with 
rounded or elongated nuclei and little evident cytoplasm, 
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and sometimes of large round cells of amoeboid, glial 
or monocyte type. These cells were compactly grouped, 
often situated adjacent to small vessels. Vascular 
lesions were uncommon and consisted of cellular infil- 
tration of vessel sheaths, usually by lymphocytes, of 
swelling and proliferation or adventitial fibroblasts, and 
of swelling and concentric proliferation of vascular 
endothelial cells. In rodents similar ‘typhus nodes’ and 
vascular lesions in the brain were experimentally pro- 
duced by Lillie et al. (1939). 

A brief comparison with the pathology of epidemic 
typhus is of interest. Wolbach ef al. (1922), in their 
monumental work on epidemic typhus, reported very 
unimpressive macroscopic changes, skin petechiae, myo- 
cardial pallor with loss of consistency and yellowish 
streaks, occasionally a firm dark red splenomegaly, and 
some degree of bronchitis and bronchiolitis. Thrombosis 
of the large arteries was not very uncommon and the 
superior mesenteric, internal carotid, pulmonary and 
splenic arteries might be affected. Van den Ende et al. 
(1946), in their report on the Naples epidemic, added 
that congestion of the laryngeal and tracheal mucosa 
was so constant that it may be considered as part of the 
pathological picture of epidemic typhus. They fre- 
quently found in the brain prominent vessels with peri- 
vascular haemorrhages. 

As in murine typhus, the histological lesions of 
greatest importance were in the heart and skin, but in 
addition the brain showed striking pathological changes. 

The myocardium was in no way different from that 
in murine typhus except that thrombosis and endothelial 
swelling of the small vessels was more frequent and pro- 
minent. In the skin the ‘typhus nodule’ was a more 
distinct entity than in murine typhus and consisted of a 
vessel of precapillary size which was packed with 
swollen endothelial cells surrounded by mononuclears, 
polymorphs and mast cells. These lesions were found 
in the subpapillary layer of the corium early on in the 
disease and later in the deeper layers. ‘* Typhus nodes’ 
occurred throughout the central nervous system but 
were more abundant in the grey than in the white matter 
and were often found in the brain stem, particularly in 
the olivary nucleus of the medulla. Other constant 
features were smal! perivascular haemorrhages sur- 
rounding vessels of precapillary size. Some degree of 
perivascular infiltration of lymphocytes and plasma cells 
was seen most marked in the basal ganglia, pons and 
medulla. In all cases there was some degree of infiltra- 
tion of the pia arachnoid by mononuclears, plasma cells 
and lymphocytes, the membranes over the cerebellum, 
pons and medulla being most frequently affected 
(Wolbach et al. 1922). 

The testis showed lesions as in murine typhus. The 
spleen, liver and adrenals showed changes not specific 
of typhus (Wolbach et al. 1922). 

In the kidneys endothelial cell proliferation of the 
glomeruli and collections of cells were described as in 
murine typhus (Wolbach ef al., 1922; van den Ende et 
al., 1946). 

It would appear that the main differences in human 
cases between the pathology of murine and epidemic 
typhus are: 
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1. The brain is little affected in murine typhus but 
typically affected in epidemic typhus. 

2. The vascular lesions of endothelial proliferation 
and thrombosis not only are more pronounced in the 
arterioles but also occur in the larger arteries in epi- 
demic typhus. 

However, it must be borne in mind that opinions on 
the pathology of murine typhus are based on very few 
cases. Can we assume on such scanty evidence that 
the striking brain lesions of experimental animals do not 
occur in human cases? ‘Typhus nodes’, although 
they have not been found in the few cases examined, 
might be present should a large series of brains be in- 
vestigated, particularly as the incidence of these lesions 
in experimental animals is not more than 50%. No 
definite opinions can be given and it is hoped that more 
reports of postmortem examinations on fatal cases of 
murine typhus will set the pathology of this condition 
on a more secure footing. 


SUMMARY 


The scanty literature on the pathology of murine typhus 
is reviewed and a new case which died of massive pul- 
monary embolism is described. 

At autopsy, as in previously recorded cases, there was 
the main lesion of an acute diffuse myocarditis but in 
addition other lesions, probably related to the disease, 
were myositis of the tongue, degenerative and regenera- 
tive changes in the liver and chronic inflammatory cell 
infiltration of the suprarenal glands and kidneys. The 
brain appeared normal. 

A brief comparison is made between the pathology of 
epidemic and murine typhus. There appear to be 
differences, viz., the more frequent occurrence of 
‘ typhus nodes ’ in the brain and emphasis on endothelial 
proliferation and thrombosis of small and large vessels 
in epidemic typhus. However, until such time as more 
autopsies of fatal cases of murine typhus are available, 
no definite conclusions can be drawn. 


I should like to thank Prof. J. G. Thomson and Dr. E. Mitchell 
for their helpful criticisms. I particularly thank Professor 
Thomson for his many comments on the histology. 

Dr. Wicht of the City Hospital kindly gave permission to 


publish this case. 
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South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


EDITORIAL 


THE MEDICAL COUNCIL AND THE RIGHT 
OF APPEAL 


It is quite clear, as the law has been interpreted by 
the Appellate Division of the Supreme Court of South 
Africa, the highest Court of the land, that no registered 
medical practitioner has an ordinary right of appeal 
from a finding of fact by the Medical Council.’ 

In recent years not only have disciplinary findings 
of the Medical Council been reversed by both the 
Provincial and the Appellate Divisions of the Supreme 
Court, but in certain of these judgments the Courts have 
remarked in passing that, even if the convictions had 
stood, the penalty imposed was too severe.*:* 

This clearly reveals a very alarming state of affairs 
and it is consequently not surprising that the medical 
profession ia this country views the present mechanism 
for handling disputes with the Council with a certain 
measure of perturbation. Moreover, in the light of the 
important judicial decisions and remarks referred to, 
the need to adopt prophylactic measures to anticipate 
and prevent possible miscarriages of justice becomes 
rather obvious. 

For these reasons alone, it was of considerable interest 
to learn that at the meeting of the South African Medical 
and Dental Council held in March 1950, a proposal 
by a substantial minority of its own members to give 
a registered medical practitioner an ordinary and 
unrestricted right of appeal from any of the Council’s 
findings in terms of the Medical, Dental and Pharmacy 
Act, was completely rejected (Cape Argus, 7 March 
1950). By this regrettable decision the Medical Council 


1. South African Medical and Dental Council 
McLoughlin (this Journal, 8 May 1948, p. 318). 

2. South African Medical and Dental Council versus 
McLoughlin (this Journal, 8 May 1948, p. 320): Mr. 
Justice Tindall, in this case stated, ‘speaking for myself, 
a composite fee of 25 guineas does not, in the circum- 
stances, strike me as grossly excessive, and I should have 
felt easier about the matter if the tribunal had not held 
that this charge amounted to disgraceful conduct and in 
itself merited erasure of the respondent's name from the 
register. . .” 

3. South African Medical and Dental Council versus Lipron 
(this Journal, 2 July 1949, p. 544): Mr. Justice Hoexter, 
in this judgment stated, ‘I agree, too, that, if the 
convictions had stood, the punishment imposed was too 
severe 
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VAN DIE REDAKSIE 


DIE GENEESKUNDIGE RAAD EN DIE REG OM 
TE APPELLEER 


Soos die wet deur die Appél-afdeling van die Hoog- 
geregshof van Suid-Afrika, die hoogste hof in die land, 
vertolk word, is dit heeltemal duidelik dat geen 
geneesheer ‘n gewone reg van appél het teen ’n feite- 
bevinding van die Geneeskundige Raad nie.' 


In die afgelope jare is nie net tugbevindings van die 
Geneeskundige Raad deur beide die Provinsiale en 
Appél-afdelings van die Hooggeregshof nietig verklaar 
nie, maar in die geval van sekere uitsprake het die Hof 
in die verbygaan opgemerk dat selfs al het die uitspraak 
onveranderd gebly, die straf wat opgelé is, te swaar 
was.”: 

Dit bring duidelik ’n onrusbarende toedrag van sake 
aan die lig en dit is gevolglik nie verbasend nie dat die 
mediese beroep in hierdie land die huidige meganisme 
vir die hantering van geskille met die Raad, met ’n 
sekere mate van verontrusting aanskou nie. In die lig 
van die belangrike regsbeslissings en opmerkings waarna 
verwys is, word dit daarbenewens klaarblyklik dat daar 
voorsorgsmaatreéls getref moet word om moontlike 
regsdwalinge voor te spring en te verhoed. 


Bloot om hierdie redes was dit van aansienlike 
belang om te verneem dat op die vergadering van die 
Suid-Afrikaanse Geneeskundige en Tandheelkundige 
Raad, in Maart 1950 gehou, ’n voorstel dat ’n 
geregistreerde geneesheer ’n gewone en onbeperkte reg 
gegee moet word om teen enige van die Raad se 
bevindinge kragtens die Wet op Geneeshere, 
Tandartse en Aptekers te appelleer, wat deur ’n 
aansienlike minderheid van sy lede gedoen is, heeltemal 
verwerp is (Cape Argus, 7 Maart 1950). Deur hierdie 


1. Suid-Afrikaanse Geneeskundige en Tandheelkundige Raad 
versus McLoughlin (hierdie Tydskrif, 8 Mei 1948, bl. 318). 

2. Suid-Afrikaanse Geneeskundige en Tandheelkundige Raad 
versus McLoughlin (hierdie Tydskrif, 8 Mei 1948, bl. 320). 
Regter Tindall het in hierdie saak gesé, ,.na my persoonlike 
mening kom ’n totale vergoeding van 25 ghienies vir my 
onder die omstandighede nie as uiters buitensporig voor 
nie en ck sou geruster oor die saak gevoel het indien die 
regbank nie beslis het dat hierdie aanklag op wangedrag 
neerkom en op sigself die skrapping van die verweerder se 
naam van die register regverdig nie. . . .” (vertaling). 

3. Suid-Afrikaanse Geneeskundige en Tandheelkundige Raad 
versus Lipron (hierdie Tydskrif, 2 Julie 1949, bl. 544): 
Regter Hoexter het in sy uitspraak gesé: ,,Ek stem saam 
dat indien die uitspraak gehandhaaf was, die straf wat 
opgelé is, te swaar sou gewees het” (vertaling). 
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set its course firmly against the democratic tradition 
of our profession, our country and our times. 

In South Africa the insistence on a right of appeal 
from the findings of Medical Councils or their 
equivalent goes back at least as far as 1894.4 The 
demand for this equitable right is, therefore, not only 
rooted in the traditions of the medical profession in 
this country, but has also received very strong collateral 
support from the new Medical Bill in Great Britain 
in this very year in which our own Medical Council 
saw fit to turn down this reasonable principle. The 
English Bill lays down machinery for appeals from 
decisions of the General Medical Council, if a 
practitioner’s name is to be struck off the Register.° 

We have repeatedly, in recent years, pointed out the 
desirability as well as the need to introduce into our 
Medical, Dental and Pharmacy Act the necessary 
provisions to make an appeal from any finding of fact 
by the Council a matter which the aggrieved 
practitioner himself should decide.’ He should be in 
a position to avail himself of this remedy as of right 
and not on sufferance. Moreover, this right of appeal 
which we urge is not a principle without precedent in 
the Act itself. In terms of Section 18 of the Act, if 
there is a dispute involving the registration of a medical 
practitioner, the aggrieved person may make an 
application to the Supreme Court.’ 


4. Dr. Lawrence Herman of Cape Town, discussing the new 
Medical Bill for the Orange Free State in the South 
African Medical Journal, April 1894, p. 237, recommended 
that ‘an additional safeguard might be introduced into 
the Act, that is to allow an appeal to the Supreme Court 
from all decisions affecting individuals. An individual 
may consider he has a grievance in the finding of the 
Board, and it would be well to allow an appeal to the 
Highest Court of Justiciary. .. That the Board should 
have some power to recommend the removal of the names 
of persons from the register who are guilty of disgraceful 
conduct in a professional sense is conceded, but it would 
be well to define these offences clearly and allow an 
appeal to a court of law if necessary’. 


5. British Medical Journal, 1 April 1950, p. 776. 


6. This Journal, 10 April 1948, p. 251; 24 April 1948, p. 281; 
1 January 1949, p. 5; 2 July 1949, p. 540. 

7. ‘Appeal to the Court against Refusal to Register or 
Removal from Register. 

18. (1) After notice to the Council or Board, an 
application may be made to any provincial or local 
division of the Supreme Court by a person who is 
aggrieved by— 

(a) the refusal of the Council or Board to register him 
or any degree, diploma, certificate or particular which 
he wishes to be registered in terms of this Chapter; or 

(b) the erasure from the Register of his name, or of any 
degree, diploma, certificate or particular which he maintains 
he is entitled under this Chapter to have enrolled upon 
the Registrar. 

(2) The court may dismiss such application or, if it is 
of opinion that the Council or Board has not acted in 
accordance with the provisions of this Act, may make 
an order for the enrolment on the register of the 
applicant’s name or of any particular as aforesaid, or 
may remit the matter to the Council or Board for further 
consideration or make such other order as to costs or 
otherwise as may to it seem just.’ 
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betreurenswaardige besluit het die Geneeskundige Raad 
hom met beslistheid teen die demokratiese tradisie van 
ons beroep, ons land en ons tyd gekeer. 


In Suid-Afrika gaan die aandrang op die reg van © 
appél teen bevindings van Geneeskundige Rade of hul — 


gelykes minstens so ver terug as 1894. Die eis om 
hierdie regverdige reg is dus nie net in die tradisies 
van die mediese beroep in hierdie land gewortel nie, 
maar het ook sterk sydelingse steun van die nuwe 
Medical Bill in Groot-Brittanje gekry in dieselfde jaar 
toe ons Geneeskundige Raad dit paslik geag het om 
hierdie redelike beginsel te verwerp. Die Engelse 
wetsontwerp maak voorsiening vir appélle teen besluite 


van die General Medical Council wanneer ’n geneesheer — 


se naam van die register geskrap moet word.° 

Ons het die afgelope maande herhaaldelik op die 
raadsaamheid sowel as die noodsaaklikheid gewys om 
die nodige bepalings in ons Wet op Geneeshere, 
Tandartse en Aptekers op te neem ten einde ’n appél 
teen enige feitebevinding van die Raad ’n saak te maak 
waaroor die gegriefde geneesheer self moet besluit.® 
Hy moet in staat wees om van hierdie hulpmiddel 
gebruik te maak as ’n reg en nie as iets wat geduld 


moet word nie. Voorts is hierdie reg van appél waarop © 


ons aandring ’n beginsel waarvoor daar ’n presedent 
in die Wet self bestaan. Kragtens artikel 18 van die 
Wet kan die gegriefde persoon ’n aansoek aan die 
Hooggeregshof rig indien daar ’n geskil is waarby die 
registrasie van ’n geneesheer betrokke is.’ 


4. Dr. Lawrence Herman van Kaapstad het by die bespreking 
van die nuwe geneeskundige wetsontwerp van die Oranje- 
Vrystaat in die South African Medical Journal, April 
1894, bl. 237, aanbeveel dat ,,’n addisionele waarborg in 


die Wet opgeneem kan word, nl. om ’n appél na die Hoog- — 


geregshof teen alle beslissings rakende individue toe te 
laat. ‘’n Persoon mag meen dat hy ’n grief het weens 
die bevinding van die Raad en dit sal goed wees om ’n 
appél na die Hoogste Geregshof toe te laat.... Dat die 
Raad ’n mate van bevoegdheid moet hé om die skrapping 
van die register aan te beveel van die persone se name 
wat skuldig is aan wangedrag in ’n beroepsin, word 
toegegee, maar dit sal goed wees om hierdie oortredings 
duidelik te omskryf en ’n appél na ’n hof toe te laat 
indien dit nodig is” (vertaling). 
5. British Medical Journal, 1 April 1950, bl. 776. 


6. Hierdie Tydskrif, 10 April 1948, bl. 251; 24 April 1948, — 


bl. 281; 1 Januarie 1949, bl. 5; 2 Julie 1949, bl. 540. 


7. ,Appél na hof teen weiering van registrasie of skrapping uit 


register. 


18. (1) Na kennisgewing aan die raad of kommissie © 


mag iemand wat ontevrede is— 

(a) met die raad of kommissie se weiering van die regi- 
strasie van homself of van enige graad, diploma, sertifikaat 
of besonderheid wat hy volgens hierdie Hoofstuk wil laat 
registreer; of 

(b) met die skrapping, uit die register, van sy naam of 
van ’n graad, diploma, sertifikaat of besonderheid wat hy, 
volgens sy bewering, kragtens hierdie Hoofstuk geregtig is 
om in die register te laat inskrywe, 

*n applikasie maak by ’n provinsiale of plaaslike afdeling 
van die Hooggeregshof. 

(2) Die hof mag die applikasie afwys of as hy van 
oordeel is dat die raad of kommissie nie volgens die 
bepalings van hierdie Wet gehandel het nie, mag hy gelas 
dat die applikant se naam of so ’n besonderheid as voor- 
meld in die register ingeskrywe moet word, of mag die 
saak ter verdere oorweging na die raad of kommissie 
terugverwys of mag so ’n ander order omtrent koste of 
andersins uitvaardig as wat hy regvaardig oordeel.’ 
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The refusal of the South African Medical and Dental 
Council to agree to this minimum safeguard of the 
ordinary right of appeal as an integral principle of the 
Act, is the more striking for two additional very good 
reasons based on common sense and the natural 
principles of justice : — 

1. The members of the Council and of its 
Disciplinary Committees are experienced, but lay 
persons who, through no fault of their own, cannot 
have a proper appreciation of the technical problems 
associated with the hearing and assessing of evidence. 

2. There may often be genuine cause for justifiable 
differences of opinion about the severity of the 
punishment imposed for an offence where the 
conviction stands. 

Both these aspects of the problem were clearly 
brought to light in the Lipron case which we discussed 
in these columns.* In the same issue the full text 
ef the judgment was reprinted.° 

We are at a loss to understand the Council’s attitude 
in view of the fact that a right of appeal already exists 
in the Act itself in respect of registration and in view 
of the disturbing fact that injustice might, on occasion, 
be done or has in fact been done. 

It appears essential to extend the limited right of 
appeal at present embraced by Section 18 of the Act 
to encompass the whole Act, because of the mistaken 
view held in some quarters that a medical practitioner 
has indeed got some sort of appeal from a finding of 
fact by the Medical Council other than in terms of 
Section 18. 

The situation may have been obscure before the 
Appellate Court gave its judgment in the case of the 
South African Medical and Dental Council versus 
McLoughlin.'® The position, however, is obscure no 
longer, since following this judgment it is clear that 
no medical practitioner has a right of appeal from a 
finding of fact by the Medical Council whether that 
finding be right or wrong. 

It is true that in certain restricted circumstances, a 
practitioner may take a case on review before a higher 
Court of Law. The review of a case, however, does 
not meet the situations which we know to have arisen 
in disputes with the Medical Council and, in any event, 
the expenses incurred in exercising this limited privilege 
may be crippling or even prohibitive. 

Many of our colleagues remain confused about the 
differences between lodging an appeal and taking on 
review the decision of a semi-judicial body such as the 
Medical Council. As the difference between these two 
rights is very profound we reprint a statement setting 
out the position as published in our Editorial columns 
just over two years ago '*+:— 


8. This Journal, 2 July 1949, p. 538. 
9. This Journal, 2 July 1949, p. 541. 
10. This Journal, 24 April 1948, p. 296; and 8 May 1948, 


p. 316. 
ll. This Journal, 24 April 1948, p. 281. 
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Die weiering van die Suid-Afrikaanse Geneeskundige 
en Tandheelkundige Raad om tot hierdie minimum 
waarborg in te stem, nl. die gewone reg van appél as 
*n inherente beginsel van die Wet, is des te treffender 
om twee baie goeie addisionele redes wat op gesonde 
verstand en die natuurlike beginsels van geregtigheid 
gegrond is. 

1. Die lede van die Raad en sy Tugkomitees is 
ervare mense, maar leke het, sonder dat dit hul fout 
is, die begrip van die tegniese probleme wat met die 
aanhoor en waardebepaling van getuienis in verband 
staan, begryp nie. 

2. Daar mag dikwels ’n goeie rede wees vir reg- 
verdigbare meningsverskille oor die graad van die straf 
wat opgelé is vir ’n oortreding in verband waarmee ’n 
uitspraak gehandhaaf word. 

Albei hierdie aspekte van die probleem is duidelik 
aan die lig gebring deur die Lipron-saak wat in hierdie 
kolomme bespreek is.* In dieselfde uitgawe is die 
volle teks van die uitspraak oorgedruk.° 


Ons kan nie die Raad se houding verstaan nie, met 
die oog op die feit dat daar reeds ’n reg van appél in 
die Wet self ten opsigte van registrasie bestaan en met 
die oog op die onrusbarende feit dat ’n onreg soms 
gepleeg kan word of inderdaad al gepleeg is. 

Weens die mening wat verkeerdelik in sommige kringe 
bestaan dat ’n geneesheer afgesien van die appél 
kragtens artikel 18, inderdaad een of ander vorm van 
appél teen ‘n feitebevinding van die Geneeskundige 
Raad het, skyn dit noodsaaklik te wees om die beperkte 
reg van appél wat op die oomblik in artikel 18 vervat 
is, uit te brei sodat dit die hele Wet omvat. 


Die toedrag van sake mag onduidelik gewees het 
voordat die Appélhof sy uitspraak in die saak van die 
Suid-Afrikaanse Geneeskundige en Tandheelkundige 
Raad versus McLoughlin '® gelewer het. Die toedrag 
van sake is egter nie meer onduidelik nie aangesien 
dit na hierdie uitspraak duidelik is dat geen geneesheer 
’n reg van appél teen ’n feitebevinding van die Genees- 
kundige Raad het nie, afgesien daarvan of die bevinding 
reg of verkeerd is. 

Dit is waar dat ’n geneesheer in sekere beperkte 
omstandighede ’n saak deur ’n hoér hof kan laat her- 
oorweeg. Die heroorweging van ’n geval bied egter 
nie die hoof aan die toestande wat na ons wete voort- 
gespruit het uit geskille met die Geneeskundige Raad 
nie en in elk geval, die uitgawes wat aangegaan word 
by die uitoefening van hierdie beperkte voorreg mag 
verlammend wees of dit selfs onmoontlik maak. 

Baie van ons kollegas bly verward oor die verskil 
tussen die aanteken van appél en die besluit van ’n 
semi-regterlike liggaam soos die Geneeskundige Raad 
in heroorweging te laat neem. Aangesien die verskil 
tussen hierdie twee regte ingrypend is, herdruk ons ’n 
verklaring wat die toedrag van sake uiteensit soos dit 
net langer as twee jaar gelede in die Redaksiekolomme 
verskyn het — 


8. Hierdie Tydskrif, 2 Julie 1949, bl. 538. 
9. Hierdie Tydskrif, 2 Julie 1949, bl. 541. 
10. age Tydskrif, 24 April 1948, bl. 296; en 8 Mei 1948, 


11. Hierdie Tydskrif, 24 April 1948, bl. 281. 
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THE PRINCIPLES OF THE RIGHT OF APPEAL 


‘The nature of an appeal is best illustrated by the 
following quotation: “Where the appeal turns on a 
question of fact, the court of appeal has to bear in 
mind that its duty is to re-hear the case, and the court 
must reconsider the materials before the judge with 
such other materials as it may have decided to 
admit. The court must then make up its own mind, 
and not shrinking from overruling it if, on full con- 
sideration, the court comes to the conclusion that it 
is wrong... Where the question at issue is the proper 
inference to be drawn from facts which are not in 
doubt, the court of appeal is in as good a position to 
determine it as the trial court.’ * (Italics inserted.) In 
other words, the right of appeal gives an accused person 
virtually the right to a completely new trial by a 
different court. 


THE RIGHT OF REVIEW 


The right to take a quasi-judicial decision on review, 
which is now the only legal remedy left to the doctor 
found guilty of an offence by the Medical Council, 
can be invoked only on certain technical and very 
circumscribed grounds. He can never have his case 
re-tried. The court reviewing the matter will not 
consider the merits of the original case or the rightness 
of the verdict arrived at on the evidence. 

A soldier was recently tried in South Africa, in time of 
peace, on a charge of theft and found guilty by a court 
martial, a body very similar in its functions to the Medical 
Council. This finding of fact could not be upset by the 
court to which the matter was taken on review, although the 
judge remarked: “The accused is . . . deprived of his right 
of appeal to this court, which if it had lain may very well 
have brought about a different result.’ t 

The court will only upset a verdict if, on review, any 
of the following grounds exist: ¢ 


1. Incompetency of the court in respect, e.g. of its 
jurisdiction. 

2. Incompetency of the judge, e.g. as an interested 
party in the case personally or through a near kinsman. 
3. Malice or corruption on the part of the judge. 

4. Gross irregularity in the proceedings. 

5. The admission of illegal or incompetent 
evidence, or the rejection of legal or competent evidence. 

There will naturally be much debate about what, in 
practice, some of these grounds, especially (4) and (5), 
cover. They are certainly more limited than would 
at first sight appear to be the case, as the following 
examples illustrate : 


* Gardiner and Lansdown (1946): South African Criminal 
yy: and Procedure, Sth ed., 1, 590. Cape Town: Juta 


& Co. 

+ Prentice Hall Law Reports (1947), 2, M. 47, p. 109. 

¢ Gardiner and Lansdown (1946): South African Criminal Law 
and Procedure, Sth ed., 1, 586. Cape Town: Juta & Co. 
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DIE BEGINSELS VAN DIE REG VAN APPEL 


.Die aard van ’n appél word baie goed toegelig deur 
die volgende aanhaling (vertaal): ,,Wanneer die appél 
op ’n feitekwessie rus, moet die appélhof dit in gedagte 
hou dat sy plig is om ’n herverhoor van die saak te 
hou en moet die hof die getuienis wat die regter voor 
hom het saam met ander getuienis wat die hof mag 
besluit het om toe te laat, in heroorweging neem. Die 
hof moet dan tot sy eie besluit geraak, sonder om die 
uitspraak waarteen geappelleer is, te veronagsaam . . . 
en sonder huiwering om dit tersy te stel indien die hof 
na volle oorweging tot die gevolgtrekking kom dat dit 
verkeerd is... . Wanneer die kwessie gaan oor die 
juiste gevolgtrekking wat gemaak moet word op grond 
van feite waaroor geen twyfel bestaan nie, is die appél- 
hof net so goed in staat om dit te bepaal as die hof van 
verhoor.” * (Kursivering aangebring.) Met ander 
woorde, die reg van appél gee die aangeklaagde feitlik 
die reg op ’n algehele nuwe verhoor deur ’n ander hof. 


DIE REG OP HERSIENING 


Op die reg om die hersiening van ’n kwasie-regterlike 
beslissing te verkry, wat tans die enigste beskikbare 
regsmiddel is vir die geneesheer wat deur die Genees- 
kundige Raad aan ’n oortreding skuldig bevind word, 
kan hy hom beroep alleen op sekere tegniese en uit- 
druklik omskrewe gronde. Hy kan gladnie ’n her- 
verhoor van sy saak verkry nie. Die hof wat die saak 
hersien, oorweeg nie die oorspronklike saak op sigself 
nie en of die uitspraak op grond van die getuienis reg 
was nie. 


’n Soldaat is onlangs, in vredestyd, in Suid-Afrika op aanklag 
van diefstal verhoor en skuldig bevind deur ’n krygsraad, °n 
liggaam wie se werksaamhede soortgelyk aan dié van die 
Geneeskundige Raad is. Die feitebevinding kon nie deur die 
hof van hersiening omvergewerp word nie, alhoewel die regter 

sé het (vertaal): ,,.Die aangeklaagde het . . . nie die reg om 

y hierdie hof appél aan te teken nie. Indien so ’n appél 
ontvanklik was, kon dit heel maklik '’n ander uitslag bewerk- 
stellig het.” + 


Die hof sal ’n uitspraak omverwerp alleen as daar 
by hersiening enige van die volgende gronde bestaan: t 

1. Onbevoegdheid van die hof wat bv. sy regsmag 
betref. 

2. Onbevoegdheid van die regter bv. as ’n belang- 
hebbende party by die saak hetsy persoonlik of weens 
naverwantskap. 

3. Kwaadwilligheid of omkopery aan die kant van 
die regter. 

4. Growwe onreélmatigheid van die verrigtings. 

5. Die toelating van onwettige of onbevoegde 
getuienis, of die verwerping van wettige of bevoegde 
getuienis. 

Daar sal natuurlik heelwat debat ontstaan oor wat 
sommige van hierdie gronde, veral (4) en (5), in die 
praktyk behels. Hulle is bepaald meer beperk as wat 
met die eerste oogopslag blyk, soos die volgende 
voorbeelde aantoon: 


* Gardiner and Lansdown (1946): South African Criminal Law 
and Procedure, Sde uitgawe, 1, 590. Kaapstad: Juta en 


Kie. 

+ Prentice Hall (1947): 2, M. 47, bladsy 109. 

¢ Gardiner and Lansdown (1946): South African Criminal Law 
and Procedure, 5de uitgawe, 1, 586. Kaapstad: Juta en Kie. 
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(a) As the Medical Council is not a court of law, failure 
to observe the technical rules of evidence would not be regarded 
as a gross irregularity. In the case of Barlin v. Licensing 
Court for the Cape { it was held that “as a fair hearing had 
been given to the applicant, the objections that the applicant’s 
attorney had not been allowed to cross-examine a witness or 
to refer to certain entries in a police report book should not 
be entertained.” 


(b) Even a “ bona fide misinterpretation or an unintentional 
overlooking of a provision of a statute does not constitute a 
gross irregularity and affords no grounds for review”. § 

(c) Evidence implicating an accused person was heard by a 
tribunal (in this case a South African Railways Board of 
Enquiry) in his absence. It was held that this was not 
sufficient to justify an order setting aside the proceedings.|| 

It is, then a very attenuated privilege that a 
practitioner retains, and he may very well experience 
a dubious pleasure in such a possession.’ 

Members of the medical profession may well feel 
that they have been placed in a position, through no 
fault of their own, in which they prefer not to be. This 
manifestly unsatisfactory state of affairs should not be 
allowed to continue. 

Disputes between medical practitioners and the 
Medical Council are always unpleasant and undesirable, 
although it is quite clear that, on occasion, the Council 
in the discharge of its statutory duties, has no 
alternative but to become involved in such disputes. 

The reasons are, therefore, all the stronger for the 
Medical Council to recognize the urgent need to amend 
the Act and to give effect to the recommendations 
contained in the report of the Committee of Federal 
Council which dealt with the legislation governing the 
powers of the South African Medical and Dental 
Council and published in this Journal on 9 August 
1947, pp. 576-584. 

We would urge upon the Medical Council once again 
to take the earliest opportunity of writing into the Act 
this elementary principle of justice which will do much 
to restore dignity to and discipline in these most 
important professional relationships. It is too utterly 
reasonable a request to be refused. 


1924, A.D. 472. 
§ 1915, A.D. 233. 
1926, A.D. 60. 
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(a) Aangesien die Geneeskundige Raad nie ‘n geregshof is 
nie, sou die versuim om die tegniese reéls vir bewyslewering 
na te kom nie as growwe onreélmatigheid beskou word nie. 
In die saak van Barlin v. Lisensiehof vir die Kaap 4 is beslis 
dat ,,aangesien die aansoeker ’n billike verhoor gehad het, die 
besware dat die aansoeker se prokureur nie toegelaat is om 
kruisvrae aan ‘n getuie te stel of om na sekere aantekenings 
in ’n polisieverslagboek te verwys nie, nie in oorweging geneem 
behoort te word nie”. t 

(b) Selfs ‘n ,,onjuiste vertolking te goeder trou of die 
onopsetlike veronagsaming van ‘’n wetsbepaling maak nie 
growwe onreélmatigheid en grond vir hersiening uit nie”. § 

(c) Getuienis wat op die skuld van ‘n aangeklaagde persoon 
gedui het, is deur ’n regbank (in hierdie geval ’n Ondersoek- 
raad van dic Suid-Afrikaanse Spoorweé) in sy afwesigheid 
afgeneem. Daar is beslis dat dié feit nie voldoende was om 
‘n aie vir die nietigverklaring van die verrigtings te regverdig 
nie. 

Dit is dus maar ‘n skrale voorreg wat die praktisyn 
nog behou en die troos wat hy daarin kan vind is 
twyfelagtig.’ 

Lede van die mediese beroep kan met rede voel dat 
hulle, weens geen persoonlike fout nie, in omstandighede 
geplaas is waarin hulle verkies om nie te verkeer nie. 
Daar moet nie toegelaat word dat hierdie klaarblyklik 
onbevredigende toedrag van sake voortduur nic. 
Geskille tussen geneeshere en die Geneeskundige Raad 
is altyd onaangenaam en ongewens, alhoewel dit heel- 
temal duidelik is dat die Raad soms, by die uitoefening 
van sy statutére pligte, geen ander keuse het as om 
in sodanige geskille gewikkel te raak nie. Dit is des 
te meer rede vir die Geneeskundige Raad om die 
dringende behoefte te besef om die Wet te wysig en 
uitvoering te gee aan die aanbevelings vervat in die 
verslag van die Komitee van die Federale Raad wat 
gegaan het oor die wetgewing wat die bevoegdhede 
van die Suid-Afrikaanse Geneeskundige en Tandheel- 
kundige Raad beheer en wat op 9 Augustus 1947 in 
hierdie Tydskrif, bladsye 576-584, gepubliseer is. 

Ons wil weereens by die Geneeskundige Raad aan- 
dring om van die vroegste geleentheid gebruik te maak 
om hierdie elementére beginsel van regverdigheid in 
die Wet op te neem wat baie daartoe sal bydra om 
die aansien van en die dissipline in hierdie uiters 
belangrike beroepsverhoudings in ere te herstel. Dit 
is ’n te billike versoek om geweier te word. 


@ 1924, A.A. 472. 
§ 1915, A.A. 233. 
| 1926, A.A. 60. 


NEW PREPARATIONS AND APPLIANCES 


TROMEXAN’ BRAND ANTICOAGULANT 
Bis-3, 3’-(4-oxycoumarinyl)-ethyl acetate 


Tromexan is a dicoumarol derivative and resembles that 
compound in being active when given orally and in producin 
a reversible lowering of the prothrombin level of the blood, 
thus prolonging the coagulation time. 

It possesses, however, the definite advantages over 
dicoumarol that it takes effect, is inactivated and eliminated 
much more rapidly. The return to a normal prothrombin level 
thus occurs much earlier than with dicoumarol. Consequently 


control is more easily maintained and the danger of overdosage, 
with the possibility of producing a major haemorrhage, 
considerably reduced. 

Tromexan may, therefore, be given if necessary, in repeated 
— and over a long period with a reasonable margin of 
safety. 

Indications: Surgery. Prophylaxis of post-operative throm- 
bosis where there is a danger of this complication developing 
following operative intervention. 

Treatment of post-operative thrombosis and  thrombo- 
phlebitis. 

Medicine: Treatment of thrombophlebitis and thrombosis 
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of any aetiology and of chronic vascular diseases accompanied 
by thrombosis (Buerger’s disease and certain cases of 
arteriosclerosis in combination with vasodilator measures). 

Treatment of coronary thrombosis and myocardial infarction. 

Ophthalmology: Treatment of recent cases of thrombosis 
and embolism of retinal vessels. 

Dosage. In order to obtain the full therapeutic effect the 
prothrombin level of the blood should be reduced to 20%-30% 
of its normal value. For prophylaxis a smaller reduction is 
sufficient. 

Following operations administration can commence 24 hours 
after the intervention provided that the flow of blood from 
the wound has ceased. When this cannot be accurately 
ascertained, treatment with Tromexan would not be 
commenced for two or three days. 


Administration: On the first day, 4 tabiets of Tromexan 
are given, on the second day 3 tablets, and on subsequent 
days, 1 or 2 tablets should be sufficient to maintain the 
prothrombin at an effectively low level. 

It is preferable that the above quantities be divided into 
several doses and taken throughout the day. 
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Tromexan tablets can be broken into halves for the 
convenience of easy administration. 

The above is a general recommendation, but dosage must 
be adapted to suit the need of individuals whose reactions 
to treatment may vary. The prothrombin level is an absolute 
uide in determining the effect of medication. If the level 
ad to rise during the course of treatment, additional 
Tromexan may be given. : 

The treatment may, rticularly in chronic vascular 
disorders, be continued for weeks, always provided that 
prothrombin determinations are undertaken at reasonable 
intervals. 

The presence of erythrocytes in the urinary deposit should 
also be investigated since their appearance in the urine is 
frequently the first sign of overdosage. Reduction of the dose 
results in the immediate disappearance of this microscopic 
haematuria. 

Contraindications: Tromexan is contraindicated in all 
haemorrhagic conditions especially those arising from 
capillary fragility, pregnancy, severe hepatic disturbances and 
renal disease. 

In severe circulatory insufficiency, extreme caution must be 
observed. 

Menstruation and h ten nem are not contraindications. 

Haemorrhages should not occur if doses appropriate to the 
individual case are employed. 

Mild bleedings from the gums and elsewhere are speedily 
arrested by discontinuing administration. Large intravenous 
doses of vitamin K, and especially transfusions of fresh blood 
with or without vitamin K, when necessary, rapidly restore 
to normal the prothrombin level of the b : 

Packings: Containers of 10, 100 and 500 tablets, each 
containing 0.3 grammes of Bis-3, 3’-(4-oxycoumarinyl)-ethyl 
acetate. 

Manufacturers: Pharmaceutical Laboratories Geigy Limited, 
National Buildings, Parsonage, Manchester, 3, England. 

Distributors throughout the Union of South Africa: 
Pharmakers (Pty.) Ltd., 31, Mechau Street, Cape Town. 


RIGHT BUNDLE-BRANCH-BLOCK AND THE WOLFF-PARKINSON- 
WHITE SYNDROME 


M. P. Brascu, M.D. 
Johannesburg 


The finding of a right bundle branch block (R.B.B.B.) 
of the wide S type in the tracings of four patients within 
the short space of three weeks, and the interest in 
frequency, significance, causation, mechanism and prog- 
nosis of this not too common condition have been the 
motive of this study. 

The anatomy of the conduction system of the heart 
is explained in Fig. 1, and depending on whether the left 
or the right B.B. is blocked, we speak of a left or a 
right B.B.B. According to its frequency the typical 
L.B.B.B. is also called the common, and the typical 
R.B.B.B. the uncommon type. A further variety of the 
R.B.B.-system is the R.B.B.B. of the wide S type, 
‘ described first by Wilson and others'® in 1934. In 
this wide S type a slender initial R in lead 1 is followed 
by a broad negative § deflection and a positive T. In 
lead 3 the complexes are variable. A broad positive R 
may be followed by an inverted T, or a slender negative 
S deflection may precede a second broad positive R, the 


T being negative. In a small proportion of cases R is 
absent and the E.C.G. shows a deep S followed by a 
positive T. 

There is little difference of opinion as far as the 
E.C.G. criteria for B.B.B. are concerned. They are a 
normal duration of the PR segment and a widening of 
the QuRS of 0.10 or 0.12 second or more respectively. 
Wilson et al.'* demand a QuRS duration of at least 
0.12 second for the diagnosis of R.B.B.B. of the S type. 
Katz® considers 0.11 second in the limb leads, and 
0.12 second in the chest leads the transition point 
between normal and abnormal QuRS duration in the 
common variety, and 0.10 — 0.11 second in the § type 
of R.B.B.B. the point of demarcation in the QuRS 
duration between heart strain and B.B.B. 

East and Bain’ state that, apart from cases with left 
ventricular hypertrophy, a QuRS above 0.10 second 
probably always indicate B.B.B. of some degree. 

According to Burch and Winsor‘ in complete B.B.B. 
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the QuRS complex is greater than 0.12 second, and a 
QuRS interval greater than 0.10 second but not greater 
than 0.12 second is produced by incomplete B.B.B, i.e. 
disturbances in the conduction, but not complete block- 
ing of impulses in the main B. Branches. 


Fig. 1. 
ht Bundle Branch Block. 


Ri 
Left Bundle Branch Block. 


.B. = = Right Bundle Branch. 

B. = Left Bundle Branch. 

.N. = Sino-auricular node. 

N. = Auriculo-ventricular node. 
= Bundle of His. 
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stimulated. The stimulus spreads to the right and a 
lead (best unipolar or Wilson type) over the right side 
of the heart will show a slight upstroke, followed by a 
deep deflection. This indicates that the potentials 
spreading simultaneously outward through the thicker 
left ventricle are greater than those spreading outward 
through the thinner right ventricle. 

In R.B.B.B. the activation of the right ventricle occurs 
late, when the activation of the left ventricle is prac- 
tically completed. Unipolar leads over the right side of 
the heart show, therefore, a slurring of the R, or after 
the first low up-and-down stroke a higher upward 
deflection caused by activation of the right ventricle, 


The E.C.G. patterns in the limb-leads of a typical R. 
and L.B.B.B. are evident from Fig. 1. But except in 
typical cases of B.B.B. the only certain evidence as to 
the side of the lesion can be obtained by precordial leads 
(Goldberger'*). In a normal heart the left side of the 
septum is the first region of the ventricles that is 


followed by a late descending arm. This negative 
deflection, called by Wilson intrinsic, is always recorded 
on the galvanometer when the main ventricular mass 
under an electrode is activated. The QuRS may be M 
shaped in these leads. On moving the electrode to the 
left side of the heart, the picture changes, until in V5, 6, 
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there is as a rule a slender R with an early downstroke 
due to prior activation of the left ventricle, followed 
usually by a broad but shallow S wave. As the spread 
of the stimulus through the muscle is slower than 
through the conduction system, the spread of the 
stimulus through the ventricular wall of the affected side 
causes in B.B.B. a prolongation and widening of the 
QuRS complex. 

A visible and palpable bifid apex beat, and 
reduplication of the first sound at the cardiac apex, so 
that three sounds are audible, have been considered sug- 
gestive of B.B.B. and Luisada‘* found in the phono- 
cardiogram of B.B.B. cases a prolongation or splitting 
of heart sounds. 

Ellinger'® studied electrokymograms and although 
in normal subjects asynchronous ventricular ejections 
were more frequent than synchronous, in patients with 
R.B.B.B. ejections from the left heart preceeded that of 
the opposite side, by a significantly longer time than in 
normal subjects. 

That L.B.B.B. is more frequent than R.B.B.B. is in 
accord with the general experience that disease of the 
left ventricle is more prevalent than disease of the right 
ventricle. Nevertheless, R.B.B.B. is not as rare as it 
was assumed before including the wide S type. 

Wood, Jeffers and Wolferth' found R.B.B.B. seven 
times on E.C.G. examination of 1,445 healthy persons. 
The possibility of its being congenital is an attractive 
explanation for the accidental finding of this electro- 
cardiographic abnormality in young adults without 
evidence of heart disease. However in absence of 
reported observations on infants followed throughout 
childhood, the evidence of such an hypothesis must be 
considered inconclusive. 

P. D. White'’ reports that in the Massachusets 
General Hospital, in 1,040 cases of clear-cut B.B.B. of 
either type seen within 10 years, 258 were of the right 
and 782 of the left type. In 700 patients with angina 
pectoris, but without infarction, B.B.B. was found in 
7.7%, and in 325 patients with myocardial infarction 
in 9.5%. In 52 cases of B.B.B. 44 had coronary, three 
rheumatic disease, three were syphilitic and in two of 
them the B.B.B. was of unknown origin. 

As far as vascular lesions leading to B.B.B. are con- 
cerned, it may be of interest that according to L. 
Gross,** the R.B.B. and the anterior division of the 
L.B.B. are supplied mainly by the anterior perforating 
septal branches of the anterior interventricular artery, a 
branch of the left coronary artery, and that only the 
terminal part of the R.B.B. may receive some supply 
from the posterior perforating arteries. 

As to the significance of B.B.B., Graybiel-White? con- 
sider it an important, relatively common and generally 
unexpected finding, and on citing a case of R.B.B.B. 
state that the clinical significance is the same, regardless 
of degree, provided the duration of the QuRS is 0.12 
second or more. 

Levine* is of the opinion that L.B.B.B. always denotes 
some disease of the myocardium, but points out that 
patients with R.B.B.B. may continue in good health for 
a great many years; in fact, that there are instances of 
this type in which there seems to be very little other 
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evidence of organic disease, and that the prognosis may 
be extremely favourable. 

Burch and Winsor‘ consider B.B.B. a definite evidence 
of heart disease, regardless of the other cardiac findings. 
According to Katz’ B.B.B., or as he prefers to call it, 
intraventricular block, is a sign of involvement of the 
heart and evidence of organic heart disease, although it 
can be a clinically unimportant phenomeron. Pardee* 
states that R.B.B.B. is much more likely than the other 
type to be unassociated with clinical evidence of heart 
disease. The right branch extends for a considerable 
distance as a single fibre-bundle without branching, 
whereas the left branch subdivides promptly, and that 
makes this fact readily understandable (Fig. 1). A 
small, clinically unimportant lesion may more easily 
interrupt the whole right than the entire left branch. 

A more compromising opinion is expressed by East 
and Bain,' i.e. that B.B.B. itself does not interfere with 
efficient working of the heart, as it is due to a local 
myocardial lesion of greater or lesser severity, and that 
it is upon the cause and the extent of the associated 
disease that the prognosis depends. 

B.B.B., although more often the left-side type, has 
been found to be associated with hypertension, chronic 
myocardial disease, atheroma of the coronary arteries, 
myocardial infarction, congenital heart disease and in 
rare cases with invasion of the heart muscle with tumors 
or tumormetastases or with sarcoid or leukemic infiltra- 
tions. Maldonado‘ saw B.B.B. seven times in 428 cases 
of brucellosis, and Keith and Burchell® and others report 
gross intraventricular conduction defects in form of 
widening of the QuRS superficially simulating B.B.B. 
in potassium toxaemia in 13 patients with nephritis after 
ingestion of potassium salts administered as diuretic 
agents. 

From the Oswaldo Cruz Institute in Bambuhy in 
Brazil, the centre for the study of American trypano- 
somiasis (Chaga’s disease) it is reported,** that in the 
well-known entity of chronic Chaga’s heart disease, 
R.B.B.B. has been found so often, that in endemic areas 
it is of diagnostic value of schizotrypanosis. 

Pardee® has seen R.B.B.B. not infrequently in late 
rheumatic mitral or in pulmonary stenosis and L.B.B.B. 
in late aortic regurgitation. He states that the reverse 
findings are much rarer. 

Attempts have been made by Palmer’® to differentiate 
a significant from a more unimportant meaning of 
B.B.B. He noticed negative U waves in the after exer- 
cise tracings of a patient with angina pectoris, and sub- 
sequently in another six such patients. After further 
studies he considers inversion of U waves, when seen in 
tracings showing B.B. lesions, probably the result of 
associated myocardial damage, rather than of the con- 
duction defect as such. There seems to be unanimity 
that R.B.B.B. has a decidedly better prognosis than 
L.B.B.B. According to statistics, this is probably due 
to the inclusion of the R.B.B.B. of the wide S type, 
which has the best prognosis of the common varieties, 
38% living 10 years and more. This good outlook was 
only shared by 16% of those with standard right or left 
curves, and by 26% of those with atypical curves. 

This more optimistic view that R.B.B.B. is compatible 
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with a fairly long survival seems to be confirmed by an 
animal experiment of A. J. Smirnov.'* Over a period 
of six years he was able to observe a dog, in which he 
had severed the right branch of the bundle of His by 
operation. Six years later, when the dog died, an 
autopsy revealed that the R.B.B. had been correctly cut 
and that its ends had not united again. 

In my own four recent cases of R.B.B.B. of the wide 
S type, the sex was evenly distributed. All were in the 
fifth or sixth decade of life. They had consulted me 
for a check up because of some tiredness, a run down 
feeling or other minor complaints. None was complain- 
ing of symptoms pointing to the heart. Electrocardio- 
grams had been taken in one case because the patient 
gave a history of lues 17 years ago—although now symp- 
tomatically and serologically free; in a second case 
because of xanthomata palpebrarum and in spite of a 
normal blood cholesterol, in view of the occurrence of 
cardiovascular involvement with cutaneous xantho- 
matosis.'’ The two others had been advised by friends 
with heart lesions to have an electrocardiogram taken. 

Only in one case could a reduplicated first apical 
sound be heard. Physical examination in all cases did 
not reveal anything abnormal. In none of the patients 
could enlargement or hypertrophy of the heart be found. 
The height of the blood pressure was surprisingly 
similar, i.e. in three cases 110/80 mm. Hg., and in one 
case 130/80 mm. Hg. The PR interval was in one case 
0.13 second, in another 0.14 second and in the two 
remaining cases 0.16 second. All cases showed typical 
R.B.B.B. in the precordial leads (Fig. 2). The pre- 
cordial tracings of these four patients were almost 
identical. The duration of the QuRS was in one case 
0.10 second, in two 0.12 second, and in one 0.14 second. 
In two patients the T waves were upright in lead 1 and 
3, and in the two others upright in lead 1 and inverted 
in lead 3. The QuRS in lead 3 was split in three cases. 

All four had a typical wide S wave in lead 1. The 
PJ interval (the sum of PR and QuRS Intervals) was in 
two patients 0.24 second, in one 0.26 second, and in the 
fourth 0.28 second. The position of the heart, accord- 
ing to Goldberger’s interpretation of the unipolar limb 
leads, was vertical in one and horizontal in three cases. 

In diagnostic respect it has to be remembered that 
although the main criterion of B.B.B..—a prolonged 
duration of the QuRS complex can be due to a toxic 
influence on the conduction system and not actually to 
a true blocking of the bundle-branches. It has been 
observed in acute infections (it is an ill omen in 
diphtheria) and after medication with digitalis, quinidine 
and procaine. 

A widened QuRS in a transient form has further been 
found in ventricular tachycardia, which may be difficult 
to differentiate from B.B.B. and in a state of fatigue 
after paroxysmal attacks of auricular as well as of 
ventricular origin. Ventricular, especially left sided 
hypertrophy, is another cause of prolonged duration of 
the QuRS interval. An hypertrophied ventricle has an 
increased thickness, and this large mass increases the 
electrical potentials produced. Therefore a lead that 
faces the surface of such hypertrophied muscle shows 
not only a higher voltage, but as it also takes a longer 
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time for the stimulus to spread through the larger mass 
of muscle, a widening of the QuRS Interval too. 

The effect of the size of the heart on the duration 
of the QuRS is evident from the fact that the width of 
the QuRS of a normal elephant has been found to be 
0.2 second and that of a human infant 0.05 second."' 

According to Goldberger'* the effect of right ven- 
tricular hypertrophy on the pattern of R.B.B.B. is 
difficult to determine, and it has been stated that 
R.B.B.B. may even be partly the cause of some patterns 
of right ventricular hypertrophy. 

But by far the most important other condition, in 
which a widened QuRS occurs, is the so called Wolff- 
Parkinson-White syndrome. It is important not only in 
diagnostic but also in prognostic respect and, because 
of the frequency with which it is mistaken for serious 
heart disease. It predisposes to paroxysmal attacks of 
tachycardia. 

In a recent review of 52 cases Wolff and White’* state 
that a mistaken diagnosis of heart disease, often one of 
a serious nature, was made in 15 or about a third of 
these cases, based at least in part on an incorrect inter- 
pretation of the E.C.G. Two of the commonest mis- 
takes were coronary thrombosis and B.B.B. 

Since 1930, when described for the first time by Wolff- 
Parkinson and White,'*® over 200 articles on this syn- 
drome have appeared in the literature, a sign of the 
great interest it has created. 

The criteria for the syndrome are a shortened PR 
interval, followed by a widened QuRS suggesting B.B.B. 
Originally a shortening of the PR interval to less than 
0.12 second was postulated, but in their last review 
Wolff and White report PR intervals from 0.10—0.14 
second. 

A number of theories has been advanced to explain 
the findings. One of the most popular has assumed the 
existence of an accessory bundle of conducting tissue— 
the bundle of Kent—connecting the lateral wall of the 
right auricle with the right ventricular wall. If this 
accessory by-pass, which forms a short cut, is blocked, 
normal PR and QuRS, and if the normal path is 
blocked short PR and prolonged QuRS will result. In 
instances where the excitation of the ventricular muscle 
proceeds through the normal pathway, the sum of the 
PR and QuRS intervals is the same as for the abnormal 
beats. Wood, Wolferth and Geckeler®® have presented 
etiologic proof of an accessory muscular connection 
between auricles and ventricles, found at autopsy in a 
patient with the characteristic Wolff-Parkinson-White 
syndrome. Serial sections of the auriculo-ventricular 
groove showed three muscular connections at the right 
lateral border of the heart between the right auricle and 
the right ventricle. 

The tracing as a rule suggests L.B.B.B. because, 
owing to the shorter path to it, the right ventricle 
receives its impulse first and not because there is a delay 
in the passage to the left ventricle. Frequently instead 
of distinct notching, a heavily slurred deflection of small 
amplitude may initiate the QuURS complex. This as a 
rule is more distinctly seen in the precordial than in the 
standard limb leads. The activation of the wall of the 
right ventricle over the short pathway can apparently 
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be almost completed, before the spread of the stimulus 
from the septum to the left ventricle can interfere with 
the initial upward deflection in leads over the right side 
of the heart. Leads over the left side of the heart may 
also show an initial upstroke, as the higher potentials of 
the thicker left ventricular wall can more than counter- 
balance the interference from the lesser potentials of the 
activated thinner right ventricular wall. This will 
result in initial upward deflections in all praecordial 
leads (Fig. 4). Four cases of short PR interval without 
widening of the QuRS have been reported in the litera- 
ture”!. 2 and have been explained by a termination of 
an accessory tract in the septum very near to the bundle 
of His. This tract was actually demonstrated histo- 
logically in one of these cases by R. F. Ohnell in 1944.7* 
The Wolff-Parkinson-White syndrome is as a rule a 
benign condition and does not signify myocardial disease 
and has really nothing to do with B.B.B., but it must be 
distinguished from it. On the other hand paroxysms of 
ventricular and more often auricular tachycardia may 
occur in these patients, and cases of fatal termination 
in such attacks have been recorded. 

To illustrate that not only the electrocardiographic 
pattern of the syndrome, but also the tachycardia and 
symptoms connected with the condition can be mistaken 
for a more serious heart disease, a case of Wolff- 
Parkinson-White syndrome may be cited. 

Mr. K. K., 52 years of age, collapsed suddenly without an 
evident cause, with excruciating substernal pain radiating to 
both arms and hands. When I saw him about half an hour 
later, he showed the typical picture of an acute myocardial 
infarction.. He was pale, covered with cold perspiration, the 
pulse very rapid and hardly perceptible. He was still in a 
state of colla and complaining of severe substernal pain with 
radiation to both arms. A tracing (Fig. 3) taken immediately, 
showed paroxysmal auricular tachycardia at a rate of 220 per 
minute. Left carotid sinus pressure terminated not only the 
tachycardia but also the pain within a few seconds. A further 
tracing (Fig. 4) some hours later revealed that this was a case 
of Wolff-Parkinson-White syndrome, with now a regular rhythm 
of 71 per minute, a PR of 0.12 second and a QuRS of 0.12 
second duration. Tracings taken a few days later were identical. 
Subsequently the patient gave a history of two previous attacks 
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of tachycardia, but without pain or collapse, four months and 
12 years ago. 
SUMMARY 


Four cases of R.B.B.B. of the wide S type and one case 
of Wolff-Parkinson-White syndrome have been reported. 
Diagnosis, differential diagnosis, mechanism and signifi- 
cance of these two conditions have been discussed. 


[ wish to thank Dr. M. M. Suzman for permission to publish 
the case of his patient Mr. K. K., whom I saw in the above- 
mentioned emergency. 
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RADIOLOGICAL CASE BOOK. XXVIII 


A CASE OF RADIO-OPAQUE BILE WITHOUT CHOLECYSTOGRAPHY 


V. BERMAN, M.B., Cu.B. (Cape), D.M.R. (LoND.) 
X-ray Department, General Hospital, Johannesburg. 
and 
J. J. SKAPINKER, M.B., CH.B. (WITWATERSRAND), F.R.C.S. (Epin.), F.R.F.P.S. (GLAsGow) 
Johannesburg 


This case is of interest for three reasons:— 

1. The opacity of the gall bladder without the 
presence of dye. 

2. The presence of multiple non-opaque stones in a 
woman aged 25 years. 

3. The possible passage of these stones through the 
agency of a ‘ white powder ’. 

History. A yo woman aged 25 years and 


ung 
weighing 118 Ibs., went to the Congo in 1944 and stayed 


there for six months. During this time she had an attack 
of malaria which was associated with jaundice. Early 
in 1945 she returned to the Congo and this time she 
stayed for a year during which time she went down with 
blackwater fever associated with severe dyspepsia. 

She recovered from all this and was well until about 
August 1949, when she developed an acute attack of 
pain in the right hypochondrium, radiating to her back 
and associated with jaundice. A diagnosis of acute 
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Fig. 1. Compression picture of the gall bladder before 
any dye was given to the patient. Note the numerous 
translucent shadows representing transradiant biliary 
stones. 

Fig. 2. An ‘erect’ routine film of the patient taken on 
the day after the administration of the dye. Note that 
the shadow is only slightly more dense than the one 
before the administration of the dye. 
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cholecystitis was made and after the episode she was 
sent up fer cholecystography. 

Radiological Findings. The control film, before the 
administration of the dye revealed appearances typical 
ef a dye-filled gall bladder containing many translucent 
stones. The patient was then screened and the gall 
bladder was extremely easy to spot on the screen. Com- 
pression pictures were taken and the same appearances 
were noted, viz. an opaque gall bladder containing 
numerous translucent stones (Fig. 1). 

The dye was then given to the patient and on the 
following day a repeat series of pictures were taken. On 
this occasion the gall bladder was only slightly denser 
in its appearance than before the administration of the 
dye. Again the bladder was seen to contain a large 
number of translucent stones. It must be stressed that 
there were no intestinal gas shadows present to obscure 
the issue at all (Fig. 2). 

Subsequent Course. About two weeks later the 
patient was admitted and a cholecystectomy was per- 
formed. The gall bladder contained a thick, gelatinous 
green bile which was unfortunately discarded. A radio- 
graph of the excised gall bladder revealed it to be quite 
transradiant and the pathologists reported it to be a 
chronically inflamed gall bladder. 

Between the time of X-ray investigation and the time 
of operation the patient visited a homeopath who diag- 
nosed cholecystitis and gall stones. He gave her a 
‘white powder’ and assured her that she would pass 
all her stones. She stated that this occurred and 
certainly at operation no stones were found, whereas the 
radiographs were typical of a gall bladder filled with 
transradiant stones. 

Discussion. This is not a case of the so-called 
‘porcelain gall bladder’ which in itself is fairly rare 
and where the calcium is actually deposited in the wall 
of that structure. Here the opacity was probably due to 
the high calcium content of the bile itself. Phemister 
and his co-workers found that calcium carbonate was 
excreted by the gall bladder wall itself and not derived 
from the bile. They also quote experiments to show 
that ligation of the cystic duct produces a bile with a 
high calcium content. They further quote Wilkie as 
having shown that rabbits with cholecystitis in whom 
the cystic duct was ligated produced stones rich in 
calcium carbonate whilst the ‘unligated’ rabbits pro- 
duced pure cholesterol stones. Phemister is of the 
opinion that a plugged cystic duct due to oedema or 
impaction with a stone produces gall bladder contents 
with a high calcium content. This calcium content 
could be sufficiently high to render the gall bladder 
radio-opaque without actual cholecystography. Ross 
Golden, who quotes the work of Phemister and his co- 
workers in his chapter on gall bladder disease in 
Diagnostic Radiology, says that in his own experience 
this is very rare. 

We submit that in our own case the gall bladder was 
rendered radio-opaque by harbouring bile with a high 
calcium content due to temporary occlusion of the cystic 
om by an impacted stone or oedema or a combination 
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TUBERCULOSIS OF MECKEL’S DIVERTICULUM 


S. Levin, M.B., B.Cu. 
Department of Paediatrics, Coronation Hospital, Johannesburg 


The first case of tuberculosis of Meckel’s diverticulum 
was described by Concato in 1871. Since then only 
10 authentic cases have been recorded in medical litera- 
ture up to 1947. McDonald’ having reported the 10th 
case in that year. 

The rarity of the condition prompts the publication 
of the following case: 

A three-year-old Bantu female child was admitted 
to the paediatric ward on 6 February 1950 with con- 
vulsions. 

She had been attending the Casualty Department 
previously where an X-ray of her chest showed the 
presence of advanced bilateral pulmonary tuberculosis. 
The immediate history was one of fever followed by 
status epilepticus for some three hours before admission. 


A. Tuberculous 


Fig. 1: Specimen removed at autopsy. 
B. Diverticulum with tuberculous interior. 


ulcer. 


The significant points in the physical examination 
were: The left lower face, left arm and both lower limbs 
were involved in the convulsions; neck rigidity was not 
present; there were rhonchi in both lungs; during the 
examination a watery yellow stool was passed. 

Therapeutic lumbar puncture failed to relieve the 
fits. These stopped after either anaesthesia. 

Laboratory investigations for tuberculous meningitis 
were negative. 

An autopsy was performed six hours after death. The 
salient features were: 

i. Gross tuberculous pneumonia in both lungs with 


caseous hilar glands. There were adhesions in both 
pleural cavities. 

ii. Examination of the brain did not reveal any 
evidence of tuberculous meningitis, but the left occipital 
lobe contained a tuberculoma about 4 inch in diameter. 

iii. In the abdomen the retroperitoneal lymph nodes 
were enlarged and caseous. On opening the gut it was 
found to be reddened and a tuberculous ulcer was seen 
in the terminal ileum (Fig. 1). Examination of the 
interior of a Meckel’s diverticulum situated 18 inches 
from the ileo-caecal junction revealed the presence of 
caseous tuberculosis. This was confirmed by histo- 
logical examination. 

iv. There was no gross pathology in the liver, spleen 
or kidneys. 

Discussion. Johann Friederick Meckel (1809) was 
the first to describe in full the vestigial organ associated 
with his name, and to advance the theory that it 
Serr in the remains of the omphalo-mesenteric 

uct. 

In 1905 Porter? collected 184 cases of Meckel’s 
diverticulum exhibiting pathological changes of which 
by far the greater number occurred in males. In the 
Mayo series* of 10,000 laparotomies, 33% of Meckel’s 
diverticula encountered exhibited pathological changes. 

Christie* states that the condition occurs in 1% of all 
persons, of which some } are males. On the other 
hand, amongst non-European children, Selby°® states that 
of some 700 autopsies seen over the past four years (of 
which about 20% exhibited tuberculosis in one or other 
organ) he has only come across one case of Meckel’s 
diverculum. 

Tuberculosis of Meckel’s diverticulum is usually, 
although not invariably associated with advanced 
pulmonary tuberculosis. Tuberculosis of Meckel’s 
diverticulum alone, without involvement of intestine or 
lung, has not been proved to exist. 

Coley® analyses seven definite and two doubtful cases 
of tuberculosis of Meckel’s diverticulum reported in the 
literature, and adds a case of his own where tuber- 
culosis of the diverticulum and of the appendix 
co-existed. 

a reported the ninth case, and McDonald’ the 
tenth. 

No case of tuberculosis of Meckel’s diverticulum was 
diagnosed clinically. The condition was found either 
at operation or autopsy. 


SUMMARY 


1. A case of tuberculosis of Meckel’s diverticulum 
is reported. 

2. This is the youngest case yet described. 

3. It is stressed that it is unusual to find a Meckel’s 
diverticulum in non-European children. 
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4. Tuberculosis of that organ is not a clinical entity; 
it is found at operation or at autopsy. 
5. The literature on the subject is briefly reviewed. 


My thanks are due to Dr. V. D. Gordon, Superintendent, for 
permission to publish this case, to Dr. S. Selby for his advice 
and assistance, and to the Department of Medicine, University 
of the Witwatersrand for the photograph. 
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VERENIGINGSNUUS : ASSOCIATION NEWS 


MINUTES OF A MEETING OF THE FEDERAL COUNCIL OF THE 
MEDICAL ASSOCIATION OF SOUTH AFRICA, HELD AT MEDICAL 
House, JOHANNESBURG, ON 16-18 Marcu 1950. 


Present: Border Branch: Dr. R. Schaffer; Cape Eastern 
Branch: Dr. E. M. Britten; Cape Midland Branch: Dr. P. 
Jabkovitz, Dr. J. Tarlie; Cape Western Branch: Prof. J. F. 
Brock, Mr. M. Cole Rous, Dr. J. P. de Villiers, Dr. H. S. Gear, 
Dr. A. I. Goldberg, Mr. L. B. Goldschmidt, Dr. T. Shadick 
Higgins, Dr. A. W. S. Sichel, Dr. A. Simpson Wells; East Rand 
Branch: Dr. E. Meltzer, Dr. E. W. Turton; Griqualand West 
Branch: Dr. J. P. Collins; Natal Coastal Branch: Dr. A. 
Broomberg, Dr. E. W. S. Deale, Dr. H. Grant-Whyte, Mr. 
A. G. Sweetapple; Natal Inland Branch: Dr. B. A. Armitage; 
Northern Transvaal Branch: Dr. C. M. Grundlingh, Dr. J. H. 
Struthers, Dr. J. H. Sypkens, Mr. C. G. L. van Dyk; O.F.S. 
& Basutoland Branch: Dr. P. Connan, Dr. D. Serfontein, Dr. 
R. Theron; Southern Transvaal Branch: Dr. J. A. Bell, Dr. 
L. I. Braun, Dr. R. Geerling, Dr. C. A. H. Green, Dr. T. 
Schneider, Dr. Maurice Shapiro, Dr. C. G. S. van Heyningen, 
Dr. L. O. Vercueil; Transkei Branch: Dr. W. A. Ryan; 
Ex Officio: Immediate Past President, Dr. J. H. Harvey Pirie; 
Honorary Treasurer, Dr. J. S. du Toit; In Attendance: 
Medical Secretary, Dr. A. H. Tonkin; The Editor, Dr. H. A. 
Shapiro, was also present. 


THURSDAY 16 MARCH 


The President, Dr. A. W. S. Sichel, declared the meeting open 
at 9.15 a.m. 

1. Notice convening the meeting, which had been published 
in the Journal of 11 February 1950, was taken as read. 

. Proxies: The Medical Secretary read the following 
Proxies which had been handed in: Dr. C. M. Grundlingh 
to act for Dr. C. J. Albertyn. Dr. A. Simpson Wells to act 
for Dr. J. C. Gie. 

3. Apologies for absence were received from Dr. J. Black, 
Dr. A. C. Schulenburg and Dr. P. F. H. Wagner. | 

4. Welcome to New Members: Mr. Sweetapple introduced 
Dr. W. A Ryan as the newly appointed member for the 
Transkei Branch vice Dr. J. T. Bosman resigned. Dr. Theron 
introduced Dr. P. Connan vice Dr. C. D. Brink resigned. Mr. 
Goldschmidt introduced Dr. H. S. Gear vice Dr. S. K. 
Montgomery deceased. He also introduced Dr. A. Simpson 
wx who was acting as proxy during the illness of Dr. 

. C. Gie. 

In welcoming the new members, the President stated that 
Council was much indebted to Dr. Simpson Wells for taking 
over the work of the Convener of the Central Committee for 
Contract Practice during Dr. Gie’s illness, and that Dr. 
Simpson Wells had also offered to assist in a voluntary capacity 
at the Head Office during the Medical Secretary’s forthcoming 
visit to Australia. Acclamation. 

5. In Memoriam: The President referred to the deaths of 
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Dr. S. K. Montgomery and Dr. C. M. Murray and spoke in 
appreciation of their services to the Association. The Council 
rose as a mark of respect to their memories. 

6. Minutes of the Meeting of Federal Council held in Cape 
Town on 15, 16, 17 and 24 September 1949, were confirmed 
and signed. 

7. Time Limit: At this stage the President drew attention 
to the long Agenda. It was proposed by Dr. Armitage, 
seconded by Dr. Schneider and resolved that Council should 
meet that evening. 

It was further proposed by Dr. Broomberg, seconded by Dr. 
Pirie and resolved that speakers should be subject to a time 
limit of five minutes during discussions and that any extension 
rs on would be subject to the general approval of the 

ouncil. 


MATTERS ARISING OUT OF THE MINUTES 


8. Indian Doctors and the Liquor Act: A letter from the 
Secretary for Health was submitted and the President reported 
that the Executive Committee considered that nothing further 
could be done in this matter. It was proposed by Mr. 
Goldschmidt, seconded by Prof. Brock and resolved that the 
letter be noted. 

9. Conference to Decide Medical Responsibility: Copies of 
the report of this conference had been circularised. It was 
proposed by Dr. Struthers, seconded by Dr. Theron and 
resolved that the S.A. Medical and Dental Council be asked 
what the present position was and what their intention was 
regarding the resolutions taken at that conference. 

10. Insignia for Branch Presidents: The Medical Secretary 
reported that the insignia for Branch Presidents would shortl 
be completed and would be sent out to the Branches. Noted. 

11. Reports on S.A. Medical and Dental Council Meetings: 
It was noted that no reports of meetings of the S.A. Medical 
and Dental Council had been sent to the Journal for 
publication. 

It was proposed by Dr. du Toit, seconded by Mr. 
Goldschmidt and resolved that the President approach the 
President of the Medical Council to discuss this matter. 

12. Payment of Pathological Examination Fees: A letter 
from the Secretary for Health was submitted, from which it 
was noted that Government Laboratories would continue to 
charge fees to the doctors sending specimens for examination, 
and not to the patients concerned. 

13. Representation on Public Hospitals Advisory Council— 
Transvaal: 

(a) East Rand Branch: A letter was submitted by the East 
Rand Branch pressing for an amendment to the Ordinance 
to give direct representation on the Council a the Branch. 
After discussion it was proposed by Dr. de Villiers, seconded 
by Dr. Theron and resolved that the resolution on _ this 
subject taken at the last meeting of Federal Council be 
reaffirmed. 

(b) Medical Representation on Public Hospitals Advisory 
Council: Correspondence from the Provincial Secretary and 
with the Transvaal Branches was submitted, and Council 
noted that Dr. J. H. Struthers and Dr. Maurice Shapiro had 
been appointed to represent the Association on the Hospitals 
Advisory Council. These appointments were confirmed. 

14. Endorsement for Public Liability Policy—Atlas Assurance 
Company: The Medical Secretary reported that the 
endorsement had been prepared and had been submitted to 
the Association’s attorneys for approval. Up to the present, 
a number of members had received their endorsements and 
the others would follow. The Medical Secretary’s remarks 
were noted. 

15. Fellowships and Post-Graduate Work-—World Medical 
Association: A letter from the Secretary General of the World 
Medical Association was submitted. The President invited 
Dr. Gear, a member of the Executive Board of the World 
Health Organisation, to speak on this subject. In doing so, 
Dr. Gear said that if any Fellowships were allotted to South 
Africa, they would have to be advertised in the press. It was 
proposed by Prof. Brock, seconded by Dr. Gear and resolved 
that the letter be noted. 

16. World Medical Association Meeting, London, October 
1949: A report prepared by the Association’s representative, 
Dr. Harvey Pirie, and published in the Journal of 31 December 
1949, was submitted. Dr. Pirie was invited to amplify his 
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report verbally, which he did. The President thanked Dr. 
Pirie for representing the Association at the meeting in London 
last year and for his valuable report. 


MATTERS DEALT WITH BY THE EXECUTIVE COMMITTEE 


17. Conference on Post-Graduate Medical and_ Dental 
Education, Examination and Registration: The President 
stated that the conference had been convened by the S.A. 


Medical and Dental Council at comparatively short notice - 


and that the Executive Committee had appointed him and Mr. 
Goldschmidt to represent the Association. He stated that a 
further conference was to be called towards the middle of 
the year. 

Mr. Goldschmidt then read a short report on the previous 
meeting and stated that he felt that the matter should be 
placed before Branches and Groups of the Association so 
that their opinions might be obtained. He felt that it would 
not be possible to receive these before the next meeting was 
held, and he suggested and Council agreed that the S.A. 
Medical and Dental Council be asked to postpone their 
meeting until a later date. It was further proposed 7 Prof. 
Brock, seconded by Mr. Goldschmidt and agreed that Federal 
Council notify the S.A. Medical and Dental Council that it 
will not be a to formulate the views of the Association 
before October 1950, and request that the Medical Council 
does not therefore finalise its views on the matters under 
consideration before the Medical Association has made its 
full report. 

Mr. Goldschmidt suggested that a sub-committee consisting 
of two representatives in each Province be appointed. On 
the motion of Dr. de Villiers, Council agreed that the matter 
of setting up a committee be left over for consideration under 
~ _ of the Committee on Medical Education (vide 
tem 41). 

18. Attendance of Veterinary Officers at Medical Congresses: 
Correspondence which had been considered by the Executive 
Committee was submitted, and after discussion it was proposed 
by Dr. de Villiers, seconded by Dr. Shadick Higgins and 
resolved that invitations to veterinarians to attend Medical 
Congresses should be limited to those who occupy official 
positions at Onderstepoort and who are occupied with research 
and who might have a definite contribution to make to the 
science of medicine. 

19. Amendment of Cape Western Branch Rule 11 (a): The 
President explained the need for the alteration of this Rule, 
which had been approved by the Executive Committee. 
Council confirmed the Executive Committee’s approval of the 
amendment. 

20. Elimination of Rabies: The Medical Secretary stated 
that a resolution of Congress had been received too late for 
consideration at the meeting of Federal Council held after 
the close of the Congress session. The Executive Committee 
had considered it and had authorised it to be sent to the 
Minister of Health. The usual acknowledgment had been 
received from the Ministry. Noted. 

21. Ethical Complaint—Boksburg-Benoni Hospital: Cor- 
respondence was submitted and the Medical Secretary made 
known the opinion of the Executive Committee which was 
to the effect that the matter should be allowed to rest. In 
support of this, Dr. Struthers pointed out that the case to 
which reference had been made was a maternity case and that 
these did not come under the provisions of the Public Hospitals 
Ordinance (Transvaal) 1946. It was proposed by Dr. Shapiro, 
seconded by Dr. Green and resolved that the matter be 
referred to the Augmented Executive Committee for 
in the Transvaal. 

22. Petrol Control: The Medical Secretary reported on the 
action which had been taken when there was a possibility of 
the control of petrol. Council confirmed the action of the 
Executive Committee. 

23. Subscription Rate for Interns: The Medical Secretary 
stated that this matter had been referred to the Executive 
Committee at the last meeting of Council. The Head Office 
and Journal Committee had considered the matter first and 
had recommended that the subscription payable by members 
during the intern year should be £1 11s. per annum. This had 
been approved by the Executive Committee and it was now 
referred to Council for confirmation. 

The question of the legal position of interns was raised 
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and the Medical Secretary pointed out that by resolution at 
the last meeting of Council, interns were considered to be 
legally qualified medical practitioners for purposes of 
membership of the Association. Council confirmed the action 
of the Executive Committee. ‘ : 

24. Patent Medicine Control: Correspondence on this subject 
was submitted and a reply from the Secretary for Health was 
read by the Medical Secretary. This was noted and the action 
of the Executive Committee was confirmed. 

25. British Commonwealth Medical Council Meeting, 
Brisbane, May 1950: The President stated that at the last 
meeting of Council it had been agreed that the Association 
should be represented at this meeting, and that by unanimous 
consent the Executive Committee now recommended that the 
Medical Secretary should be the Association’s representative 
at Brisbane. Council confirmed the Executive Committee’s 
recommendation. 

26. British Medical Association Meeting, Liverpool, July 
1950: The President stated that an invitation had been 
received from the British Medical Association to be officially 
represented at this meeting. The Executive Committee 
recommended that Prof. E. C. Crichton be appointed the 
Association’s official representative. Council approved the 
Executive Committee’s recommendation. 


CENTAL ETHICAL COMMITTEE 


27. Specialist and General Practitioner Work: The Medical 
Secretary reported that a letter from the Northern Transvaal 
Branch had been circulated to members of the Central Ethical 
Committee. After discussion it was proposed by Prof. Brock, 
seconded by Dr. Schneider and resolved that the Central 
Ethical Committee should meet during the next two days on 
this specific item and either agree with the formulation drawn 
up by the Medical Secretary or amend it, and that it come 
back to Federal Council at a later stage of the meeting. 

28. Need for Revision of Rules Governing Procedure in 
Ethical Cases: The President stated that in 1940 a sub- 
committee of Council had been appointed to consider the 
question of the revision of the rules governing procedure in 
ethical cases and that legal assistance had been obtained and 
Counsel’s opinion taken. A report had been submitted to 
Council in October 1941. Various recommendations contained 
in the report were read bY the Medical Secretary, and after 
discussion Council generally agreed to adopt the suggestion 
of Dr. Schneider that copies of the sub-committee’s se 
be circulated to Branches and to Federal Council members 
and that the opinions of the Branches be obtained before 
the matter was discussed at the next meeting of Council. 


REPORT OF THE HEAD OFFICE AND JOURNAL COMMITTEE 


29. Badges and Insignia: Council noted that the insignia for 
Branch Presidents would shortly be completed and distributed 
to the Branches; also that the badge of office for the President’s 
wife would shortly be finished and presented informally to 
Mrs. Sandes. 

30. Medical Agency in Johannesburg: The President 
reported on the resignation of Mr. Viljoen, and his statement 
was amplified by the Medical Secretary. It was proposed by 
Dr. Schneider, seconded by Dr. ee and resolved that 
a full-time man be appointed to carry on the Agency business 
in Johannesburg and that the appointment be on _ the 
recommendation of the Branch Council of the Southern 
Transvaal Branch. 

31. Medical Insurance Agency: The Medical Secretary 
stated that the Executive Committee had considered this matter 
some months ago and was in favour of the development of a 
Medical Insurance Agency in connection with the Association’s 
Head Office. Since then a sub-committee of the Head Office 
and Journal Committee had interviewed representatives of the 
S.A. Mutual Life Assurance Society, and the President and he 
had also interviewed the General — for South Africa 
of the Atlas Assurance Company. Head Office and 


Journal Committee recommended to Council that a Medical 
Insurance Agency should be established at the Head Office. 
Council agreed and empowered the Head Office and Journal 
Committee to proceed with all the necessary arrangements. 
32. Collection of Members’ Subscriptions: The Medical 
Secretary pointed out that a start had been made by collecting 
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the subscriptions of members of the Cape Western Branch, and 
that circulars had been sent to the Honorary Secretaries and 
Treasurers of other Branches so that by the end of this year 
all subscriptions would be collected by the Head Office. Noted. 

33. Appointment of Assistant Medical Secretary: The 
Medical Secretary pointed out that the appointment of an 
assistant would require alterations to be made at Medical 
House, Cape Town. The Head Office and Journal Committee 
had agreed to these alterations which would be put in hand 
during July of this year, and it was hoped that an appointment 
would be made about that time. Noted. 

34. Appointment of Part-time Assistant Editor: The Council 
had agreed in principle at its last meeting to the ge 
of an assistant Editor, and the Head Office and journal 
Committee now recommended that the post of part-time 
assistant Editor be created at a retaining fee of £100 per 
uarter and an honorarium of £15 per week while assuming 
ull responsibility for the Association’s publications in the 
absence of the Editor. Council agreed to this recommendation. 

35. South African Journal of Clinical Science: It was 
i that the new journal of the Association was to be 
called the ‘South rican Journal of Clinical Science’, 
incorporating ‘Clinical Proceedings’, and that it had now 
been sponsored by the South rican Institute for Medical 
Research, the Cape Town Post-Graduate Medical Association 
and the Medical Association of South Africa. It was also 
made known that the first number would appear in March 
and that the journal would be published quarterly at first. 
The subscription was to be 25s. per annum. A circular had 
been sent to all members of the Association, inviting them 
to become subscribers. Noted. 

36. Subscriptions: The Head Office and Journal Committee 
recommended that the members of the Rhodesian Branches 
of the British Medical Association who had been receiving 
the Journal for £1 1s. per annum should be invited to become 
unattached members of the Association at £1 Ils. 6d. per 
annum, which is the same subscription as that payable by 
members of this Association who are unattached members 
of the British Medical Association. Council agreed. 

37. Benevolent Fund: The Medical Secretary pointed out 
that the Benevolent Fund of the Association fell within the 
scope of the Welfare Organisations Act, as contributions are 
made to it not only by members of the Association but also 
by non-members and laymen. In order to comply with the 
terms of the Act, it had been considered necessary to draw 
up a separate and new constitution. This had been done by 
the Association’s lawyers who had incorporated into the 
constitution the existing rules laid down by Federal Council. 
A copy of the constitution was submitted and its adoption 
was recommended by the Head Office and Journal Committee. 
Council agreed to the adoption of the new constitution. 

38. Benevolent Fund Grants: It was reported that grants 
totalling £683 had already been approved by Council through 
its Executive Committee and that in addition the Head Office 
and Journal Committee recommended that Dr. and Mrs. H. S. 
W.-R. be granted £180 per annum and that Mrs. L. A. be 
given £120 per annum for 1950. 

It was proposed by Dr. Broomberg, seconded by Dr. Deale 
and resolved nem. con. that the first grant be made. 

It was proposed by Dr. Britten, seconded by Dr. van Dyk 
and resolved nem. con. that the second grant be also made. 

The Medical Secretary stated that the case of Dr. C. C. A. 
had also been considered by the Head Office and Journal 
Committee but that no firm recommendation had been made 
at the time of the drawing up of the Report, owing to the 
need for further information. It was now recommended that 
Dr. C. C. A. be made a grant of £120 per annum. 

It was proposed by Dr. Pirie, seconded by Dr. Schneider 
and resolved nem. con. that this grant of £120 per annum be 
made. A case referred by the East Rand Branch was then 
discussed and Dr. Meltzer undertook to refer the matter 
back to his Branch. Dr. Schneider referred to the Minutes 
of the previous meeting concerning the consideration of a 
grant to a Mrs. After explanation Dr. Schneider 
undertook to make the necessary application on the 
recognised form. 

The President then moved the adoption of the Head Office 
and Journal Committee’s Report as a whole, which was 
seconded by Dr. Goldberg and carried. 

39. Financial Report: In presenting the Financial Report, 
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the Honorary Treasurer stated that instead of the estimated 
deficit, here had been a surplus of £4,274 on the year’s 
working. The main increases on the expenditure side had 
been in connection with delegates’ expenses, postages, staff 
travelling and salaries, while the increase on the revenue side 
had been due to the increased advertising in the weekly 
Journal. Regarding the Benevolent Fund, the Honorary 
Treasurer stated that the chief amounts received during the 
year were: Votive cards £224 4s., Services rendered, 
£402 18s. 6d., Donations £818 7s. 4d., while Interest amounted 
to £790 13s. 11d. In conclusion the Honorary Treasurer 
suggested that an assistant Honorary Treasurer be appointed. 
The Report was noted with acclamation. 


REPORT OF MEDICAL EDUCATION COMMITTEE 


40. Discharge of Old Committee: The Convener, Dr. 
Geerling, said that the Committee had not met since the last 
meeting of Council and that, to his knowledge, the Report 
of the Government Commission on Post-Graduate Medical 
Education had not been published. It was proposed by Dr. 
Geerling, seconded by Dr. Shapiro and resolved nem. con. 
that the Medical Education Committee, as constituted, be 
discharged. The President thanked the Committee for their 
past services. 

41. New Committee: The President said that the time had 
now arrived for the appointment of a new Committee as 
suggested in paragraph 17 above. It was proposed by Dr. 
Collins, seconded by Dr. de Villiers and resolved that a new 
Committee be appointed consisting of two members from each 
Province, and that Mr. Goldschmidt be one of the Ca 
representatives, to act as Convener. After discussion, the 
following Committee was approved, the convener in each case 
being the first-named: Cape: Mr. Goldschmidt and Prof. 
Brock. Natal: Mr. Sweetapple and Dr. Broomberg. Free 
State: Dr. Connan and Dr. Theron. Transvaal: Dr. Black 
and Dr. Shapiro. It was proposed by Dr. Struthers and 
generally agreed that Mr. Goldschmidt and Dr. Black should 
represent the Association at the next conference called by the 
S.A. Medical and Dental Council, and that Dr. van Dyk be 
an alternate delegate. 


(Council adjourned at 6.15 p.m. and resumed at 8.35 p.m.) 


42. Report of the Standing Committee on Health Services 
in the Union: The Convener, Dr. de Villiers, reminded the 
Council that it had accepted the Report in principle at its last 
wy Since that time it had been published in the Journal 
on 4 March 1950. He had received no opinions from any 
Branches or Divisions. It was proposed by Dr. de Villiers, 
seconded by Dr. Deale, that the Committee’s Report be 
accepted as the policy of the Medical Association of South 
Africa on the question of a medical service on a national 
basis. After discussion an amendment was proposed by Dr. 
Schneider, seconded by Dr. Schaffer, that the matter be 
deferred until the next meeting of Council. Further discussion 
followed, after which it was proposed by Dr. Tarlie, seconded 
by Dr. Broomberg and resolved that the question be put. The 
amendment was put to the vote and carried by 22 votes to 3. 
It was also carried as a substantive motion. 

43. Conditions of General Practitioners: By general consent 
it was agreed that the Notice of Motion standing in the names 
of Prof. Brock and Dr. Struthers should be taken at this stage. 
This read: ‘That Federal Council, being seriously concerned 
about the growing dissatisfaction among general practitioners 
with the conditions of general practice, proceed to debate fully 
what steps can be taken by Federal Council to initiate an 
improvement in the conditions referred to.’ A number of 
members took part in the subsequent debate. It was proposed 
by Dr. Turton, seconded by Dr. Bell, that Federal Council 
supports in principle the introduction of a consultant register 
and the abolition of the existing specialist register, and should 
take steps to determine whether the specialist register is in 
fact intra vires or not. After this resolution it was ee sed 
by Dr. Shapiro, seconded by Dr. Struthers and resolved that 
the previous question be put. The resolution thus fell away. 

It was proposed Dr. Tarlie, seconded by a 
Jabkovitz, that Federal Council is conscious of the growing 
dissatisfaction amongst general practitioners and is desirous 
of taking steps to improve their status. To this end a sub- 
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committee shall be appointed to investigate the matter and 
report to the next meeting of Council. 

An amendment was proposed by Prof. Brock, seconded by 
Dr. Struthers, that the questions contained in this Notice of 
Motion having been debated, a memorandum be prepared and 
published in the Journal and referred to Branches for 
discussion, and that the matter come up for discussion again 
at the next meeting of the Council. The amendment was put 
to the vote and carried. It was also carried as a substantive 
motion. Prof. Brock undertook to prepare the memorandum. 


(Council adjourned at 10.55 p.m.) 


FRIDAY, 17 MARCH 


The meeting commenced at 9.5 a.m. 

44. Report of Parliamentary Sub-Committee: This Report 
was submitted and amplified by Dr. de Villiers, the Convener. 
The Report dealt mainly with the appointment of the Havenga 
Committee to consider the question of subsidies made to local 
authorities for health services. Noted. Arising out of this 
Report, the question of the amendment of the Medical, Dental 
and Pharmacy Act, then under consideration by Parliament, 
was discussed. Members pointed out the growing importance 
of the Parliamentary Committee, and it was suggested that all 
legislation or impending legislation should be made the subject 
of study by the Committee, which should be raised to the 
status of a Committee of Council and not a committee of the 
Cape Western Branch only. The Convener then mentioned 
that he had received a telegram shortly before leaving Cape 
Town, from the Secretary of the Southern Transvaal Branch, 
protesting against the proposed alteration in the Conscience 
Clause of the Potchefstroom University College. After 
discussion it was proposed by Dr. Schneider, seconded by 
Prof. Brock and resolved nem. con. ‘That this Council 
deplores the introduction of any attempt at discrimination on 
the grounds of religion in the appointment of teaching, 
research or administrative staff in any teaching institution under 
State subsidy and that an immediate approach be made to 
the Minister of Education, Arts and Science to protest against 
the proposed new Conscience Clause in the Potchefstroom 
University Bill’. 

The Medical Secretary was instructed to send telegrams 
conveying this resolution to the Minister and to the leaders 
of all Parties in Parliament. He was also asked to prepare 
a suitable statement for the press. 


CENTRAL COMMITTEE FOR CONTRACT PRACTICE 


45. Approval of New Medical Aid Societies: The Committee 
recommended approval of the South African Trade Union 
Assurance Society as a Medical Aid Society. Council 
confirmed _ this. The Committee further recommended 
approval of the Natal Chamber of Industries Medical Aid 
Society. This Society was to have members falling into two 
categories— A’ and ‘B’ groups. The A group, i.e. members 
earning over £240 per annum, would fall into the normal 
Medical Aid Society tariff group. Those earning up to £20 
per month would fall into the B group. They Gould pay a 
smaller subscription and would be charged at 75% of the 
normal tariff charge. The Society was fully subsidised by 
the employers on a £ for £ basis. After discussion, Council 
signified its approval of this Society. 

46. Contingent Approval of Medical Aid Societies: The 
Committee recommended contingent approval of the African 
Explosives Medical Aid Society, Johannesburz, on condition 
that certain points in their constitution were cleared up by the 
Southern Transvaal Branch. Council agreed. 

_The Committee recommended that contingent approval be 
given to the Safmarine Medical Aid Society, provided certain 
points were settled by the Committee of the Cape Western 
Branch. Council agreed. 

The Committee recommended that the Rabinowitz & Berman 
Medical Benefit Society be given contingent approval, provided 
certain matters were cleared up by the Cape Western Branch 
Contract Committee. Council agreed. 

The Committee recommended that as the Stewarts & Lloyds 
Medical Benefit Fund now showed that the average income 
of its members was in excess of the average income agreed 
to for Benefit Societies, it should be asked to form a Medical 
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Aid Society. Council agreed that the matter be left to the 
Southern Transvaal Branch to arrange. 

Messina (Transvaal) Development Company: The Committee 
recommended that Courcil confirm the ruling of the Northern 
Transvaal Branch that the principle of allowing non-employees 
to become members of the Benefit Society was wrong. Council 
confirmed this recommendation. 

47. Initial Examination of Entrants to Medical Aid Societies: 

The Committee recommended adoption of the following 
resolution by Council: ‘That this Committee confirms its 
revious decision that a free choice of doctor is a 
undamental principle of the Association and one on which 
the Tariff is based. The Committee recommends that as 
regards the examination of entrants to a Society, the Society 
should have a comprehensive medical examination form for 
completion by the medical practitioner of the applicant’s 
choice; this form to be posted by the doctor direct to the 
Society. In the event of any query, the Society should then 
have the right to appoint a medical referee of its own 
choosing.” Council agreed. 

48. Uniform Claim Form: The Committee recommended 
that Council accept in principle a uniform claim form to 
be used by all Medical Aid Societies and to be completed 
by doctors and rendered with their accounts to Medical Aid 
Societies. A specimen of such a form should be circulated 
to all Branches for comment and suggestions and the matter 
finalised at the next meeting. Council agreed. 

49. Disputes: The Committee recommended to Council that 
in the case of dispute, Medical Aid Societies should be 
requested to take up the matter with the doctor concerned 
in the first place and only in the event of no satisfaction 
being reached should a local Contract Practice Committee be 
approached. Council agreed. 

0. Composite Fee in Cases of Prolonged Treatment: The 
Committee recommended that instead of introducing a 
composite fee in cases of prolonged treatment, Medical Aid 
Societies should make representations to the doctor concerned, 
and that if a reduction were not effected, the matter might 
be referred to a local Contract Committee who should 
consider the matter and make personal representations to the 
— and that this method be given a year’s trial. Council 
agreed. 

51. Result of Referendum: The Convener reported that out 
of the total membership, 788 had replied to the referendum. 
To Question 1, 781 had replied ‘yes’ and 5 ‘no’. To 
Question 2, 780 had replied ‘no’ and 8 ‘yes’. To Question 
3, 213 had replied ‘no’ and 567 ‘yes’. The Committee 
recommended that the Medical Aid Societies, through their 
representative bodies, be asked for certain further information. 
It was further recommended that when this information had 
been obtained and collated, a special meeting of the Central 
Committee for Contract Practice be held to be followed by a 
joint conference with representatives of the Medical Aid 
Societies, each party present having plenary powers to act. 
Council agreed. 

52. Amendments to the Tariff: It was reported that these 
had been dealt with by the Cape Western Branch Contract 
Committee at a joint ee with the Executive Committee 
of the Representative Council of Medical Aid Societies. The 
Committee recommended that the amendments to the Tariff 
be approved. Council confirmed these amendments. 

53. Representation of Medical Aid Societies on Contract 
Practice Committees: The Committee recommended that in 
cases of dispute brought to a local committee for adjudication, 
a representative of the Medical Aid Society concerned should 
be invited to the meeting to state the views of the Society 
only, but not to act as a co-opted member. Council agreed 
to this recommendation. 

54. Maximum Annual Monetary Grants: The Committee 
recommended that the ruling of Council of 26th November, 
1948, should be enforced. Council reaffirmed its previous 
resolution. 

55. Delay in the Rendering of Accounts by Doctors and 
Non-payment of Accounts by Societies after a certain time: 
The Convener stated that the Sub-Committee which had met 
representatives of the Medical Aid Societies in Cape Town 
had recommended that a Society should not hold itself 
responsible for medical fees six months after the date of the 
last visit, and that if a doctor should obtain no satisfaction 
after rendering accounts for three months he _ should 
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communicate direct with the Society concerned. The Central 
—- for Contract Practice disagreed with this proposal. 
otea. 

56. New Applications for Approval as Medical Aid 
Societies: The Committee recommended that the proposal that 
before final approval is granted the application should be 
submitted to the representative bodies of the Medical Aid 
Societies for their comments, be amended as follows: * When 
applications for recognition are received by local Committees, 
the Representative Councils should be sent a copy of the 
application together with a copy of the constitution for their 
comments, and at the same time the applicants should be 
asked to submit a copy of their constitution to the Association ’. 
Council agreed. 

57. Medical Practitioners who do not abide by the Tariff: 
The Convener stated that the question had arisen as to whether 
Societies might circularise among t’.': members a list of 
doctors who would not abide by the Tariff of Fees for approved 
Societies. The Committee recommended that this be not done, 
but that members should inform doctors that they are members 
of Medical Aid Societies and ask whether they are agreeable 
to provide treatment at preferential rates. Council agreed. 

58. Further Amendments to Tariff: 

(a) Physicians’ Group: The Chairman outlined certain 
amendments suggested by the Physicians’ Group as follows, 


and stated that his Committee recommended _ their 
acceptance 
i. Consulting physicians, pediatricians, neurologists and 
psychiatrists : 


First consultation or visit £3 3s. 

Subsequent consultations with a practitioner £2 2s. 

Subsequent visits £1 1s. per visit or £5 Ss. per week, 
whichever is the less. 

ii. Other specialists : 

First consultation or visit £2 2s. 

First consultation with a practitioner outside the consulting 
rooms £3 3s. 

Subsequent consultation with a practitioner £1 11s. 6d. 

Subsequent visits £1 1s. per visit or £5 5s. per week, 
whichever is the less. 

iii. General Practitioners: The fee for a consultation or 
visit within 4 miles to be 10s. 6d., subject to the preamble 
on the cover of the Tariff of Fees.. Subsequent visits at 
nursing homes or hospitals to be 10s. 6d. per visit or £3 3s. 
per week, whichever is the less. 

Council agreed. 

(b) Minor Procedures: The Chairman stated that a list of 
minor procedures had been submitted under two headings, i.e. 
exclusive of consultation fee and inclusive of consultation fee. 
The Committee recommended that these be submitted to the 
Branches for opinion. Council agreed. 

(c) Injections: The Chairman stated that his Committee 
recommended that a course of injections be limited to 15, 
after which a second opinion should be sought. If it was 
then decided that further treatment was necessary, the Medical 
Aid Society should be informed and authority given for the 
continuance of treatment. Council agreed. 

(d) Gastroscopic Examinations: The Committee recom- 
mended that the charge for this procedure should be £5 5s. 
After discussion Council agreed that the initial fee be £8 8s. 
and that subsequent examinations be £5 5s. each, with no 
distinction between examinations done by specialists or general 
practitioners. 

(e) The Chairman stated that certain 
amendments suggested by the Neuro-Psychiatric Group had 
aitready been agreed to by representatives of the Medical Aid 
Societies. Council accepted these amendments. 

(f) Ophthalmological Group: The Chairman stated that 
certain amendments had been suggested by this Group and 
the Committee recommended that they be accepted, with the 
exception of the suggested fee of 60 guineas for treatment 
for Detachment of Retina. In this case the Committee 
Suggested that the fee be 40 guineas. 
recommendations of the Committee. 

(b) Anesthetic Fees: The Chairman stated that the Medical 
Aid Societies had recommended that there should be a fee 
of 10s. 6d. each for visits made before or after the 
administration of an anesthetic. The Committee recommended 
that this matter should be referred to the Anesthetists’ Group. 
Council agreed. 


Council confirmed the 


S.A. TYDSKRIF VIR GENEESKUNDE 


501 


(h) Physical Medicine: The Chairman stated that two 
schedules had been drawn up, one by the representatives of 
the specialists in Physical Medicine and the other by the 
Representative Council of Medical Aid Societies. During the 
discussion which followed, it was suggested that it should be 
a general rule that if treatment was to last for more than a 
fortnight, the specialists concerned should communicate with 
the Medical Aid Society in order that they might be apprised 
of the facts. The Committee recommended that the matter 
be referred back to the representatives of the specialists in 
Physical Medicine, preferably by personal interview. Council 
accepted the schedule recommended by the Committee, subject 
to the proviso suggested in the discussion. 

(i) Pathological Fees: The Chairman pointed out that a 
tariff had been accepted in the Southern Transvaal Branch 
area but that the Cape Western Branch and the Natal Coastal 
Branch would not agree to the suggested tariff. The Committee 
recommended that the pathologists in Durban and Cape Town 
be asked to reconsider the position and to accept the tariff. 
Council agreed. 

Note: It was recognised by Council that their acceptance of 
all the amendments to the Tariff suggested above was subject 
to the agreement of the Representative Councils of the 
Medical Aid Societies. 

59. Further Meeting: The Chairman stated that it had 
become apparent at the meeting of the Committee that a 
further meeting would be necessary before the next meeting 
of Council, probably in May when a joint meeting should 
be held with members of the Representative Counsis of the 
Medical Aid Societies, so that certain outstanding matters 
should be cleared up, notably the question of the 10% reduction 
and the amendments to the Tariff. It was felt that the services 
of a consulting accountant should be obtained in an advisory 
capacity. Council agreed that a further meeting be held at 
a date to be arranged, that the advice of a consulting 
accountant be obtained and that the Contract Practice 
Committee, on the occasion of its joint meeting with 
representatives of the Medical Aid Societies, should have 
plenary powers. 

It was then proposed by Dr. Green, seconded by Dr. Deale 
and resolved nem. con. that the Report of the Central 
Committee for Contract Practice be adopted. The President 
moved as an unopposed motion that an expression of 
sympathy in his illness should be sent to Dr. Gie, with the 
thanks of the Council for his past services. Council agreed 
with acclamation. On behalf of the Council, the President 
thanked Dr. Green for the work which he had done as 
Chairman of the Committee. 


REPORTS OF SUB-COMMITTEES 


60. Workmen's Compensation Act Sub-Committee: The 
Convener submitted reports of meetings which had been held 
with the Workmen’s Compensation Commissioner and stated 
that the Commissioner was not able to accept the suggestion 
that there be an all-round increase of 25% in the fees, but 
that at a meeting to be held in a fortnight’s time further 
representations would be made. The question of free choice 
of doctor was one which required a considerable amount of 
attention and the Committee would continue to press to have 
this matter resolved. The Report was noted with acclamation, 
and discussion followed. It was proposed by Dr. Green, 
seconded by Dr. Vercueil and resolved nem. con. that a 
further approach be made to the Workmen’s Compensation 
Commissioner for an increase of 25% in the fees laid down 


in Schedule F of the Werkmen’s Compensation Act. It was 
proposed by Dr. Meltzer, seconded by Dr. Shapiro and 
resolved that Federal Council urge the Minister of Labour 


to introduce into the Workmen’s Compensation Act an 
amendment to provide for free choice of doctor by injured 


workmen. 

61. Farming Out: Correspondence with the S.A. Medical 
and Dental Council was submitted. After discussion it was 
proposed by Dr. Shapiro, seconded by Dr. Meltzer and 
resolved nem. con. that the Association shall convene a 
conference of representatives of the Provincial Hospital 
Administrations, the Workmen’s Compensation Commissioner, 
the S.A. Medical and Dental Council and other interested 
bodies, to discuss the question of ‘farming out’ of medical 
staffs for Workmen’s Compensatien Act cases. 
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62. Sub-Committee to interview the South African Railways 
& Harbours Sick Fund Board: The Convener reported that 
it had not yet been possible to arrange a meeting with the 
South African Railways & Harbours Sick Fund Board. It 
was proposed by Dr. Braun, seconded by Dr. Grant-Whyte 
and resolved nem. con. that the President should lead a 
deputation to the Minister of Railways, to discuss with him 
the question of the capitation fee paid to Railway Medical 
Officers and also that of the treatment of and payment for 
Railway Workmen’s Compensation Act cases. Council agreed 
that the deputation should consist of Dr. Sichel, Dr. Braun, 
Dr. Maurice Shapiro and Dr. Vercueil. Council further 
agreed that the Committee should seek to obtain all the 
information possible and that the meeting with the Minister 
should be held in Pretoria at the end of the present session 
of Parliament. 


(Council adjourned for lunch at 1 p.m. and resumed 
at 2.30 p.m.) 


63. Sub-Committee on Medical, Dental and Pharmacy Act: 
The Convener stated that the Committee had not met, but 
he submitted a report drawn up by himself. The Report was 
noted. Considerable discussion followed, and on the subject 
of compulsory internship it was agreed that an approach be 
made to the Minister of Health with the request that he meet 
a deputation; the members of the Executive Committee 
resident in Cape Town to form the deputation, with Prof. 
Brock as a co-opted member. The discussion by the Medical 
Council of the practice of brain surgery and the press reports 
which had followed were then considered and it was - sed 
by Dr. Geerling, seconded by Dr. van Dyk and resolved that 
the attention of the S.A. Medical and Dental Council be 
drawn to the adverse effects produced in the minds of the 
public and the medical profession by articles published in 
the press on the discussion of leucotomy and allied treatments, 
with the suggestion that in future such discussions which vitally 
affect the public and the medical —— should be held 
initially in committee, with the subsequent issue of a press 
statement if necessary. 

64. Sub-Committee on Grants to Medical Libraries: A 
report was submitted by the Convener, in which details were 
given as to why the Universities considered a larger subsidy 
to be necessary. After discussion it was proposed by Dr. 
du Toit, seconded by Dr. Geerling and resolved nem. con. that 
the amount of the subsidy paid to the Libraries of the 
University of Cape Town and the University of the 
geen be increased by the additional payment of £100 
each. 

65. Sub-Committee to advise the Controller of Imports: A 
report was submitted by the Convener, who stated that while 
there had been a considerable amount of work at the 
beginning, it had become less as time had passed. Naturally 
the lifting of import control would do away with the necessity 
for such a Committee, but in the meantime its existence was 
justified. Noted. 

66. Sub-Committee on Post-Mortem Examinations: It was 
proposed by Dr. Goldberg, seconded by Dr. Geerling and 
resolved that Council go into committee in order to receive 
the Convener’s report. After the report had been received, 
it was resolved that Council come out of committee. 

67. Sub-Committee on Income Tax Assessments: The 
Convener reported that arrangements had been made for 
representatives of the Association to meet the Commission 
of Enquiry into Income Tax affairs. All the necessary 
memoranda and recommendations had been prepared and 
submitted to the Commission. When the representatives met 
the Commission, the assessor ee by the Association 
would be present to give technical advice. It was proposed 
by Dr. Green and generally agreed that Dr. Bell and Dr. 
Vercueil be the Association’s representatives. 

68. Presentation of Insignia: At this stage the President 
took the opportunity of presenting the insignia for Branch 
Presidents to Dr. Maurice Shapiro (Southern Transvaal 
Branch) and Dr. E. Z. Jooste (East Rand Branch) amid 
acclamation. The President stated that the insignia for the 
Northern Transvaal Branch would be presented to its 
President, Dr. C. M. Grundlingh, at the Branch dinner that 


evening. 
69. Sub-Committee to Advise National Road Safety 
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Organisation: The President, the Association’s representative, 
submitted reports. After some discussion, these were noted. 

70. Sub-Committee on Mines Benefit Society—Pathological 
Services: In the absence of the Convener, Dr. Maurice 
Shapiro reported. He said that consideration of the problem 
raised under this heading was still receiving the attention of 
the S.A. Medical and Dental Council and would probably come 
up for further discussion at its next meeting. Noted. 

71. Sub-Committee on the Registration of Specialists: The 
Convener stated that an approach had been made by the S.A. 
Medical and Dental Council, asking permission for it to make 
direct contact with the Groups of the Association. He 
considered that this would contribute yo to the expedition 
with which the Council could get the information it required, 
and he recommended accordingly. Council agreed. 


MATTER DEFERRED FROM LAST MEETING 


72. Blood Transfusion by Anesthetists: Correspondence 
with the Northern Transvaal Branch and the Anesthetists’ 
Group was submitted. Dr. Bell outlined the procedure adopted 
by the South African Blood Transfusion Service, and after 
discussion it was agreed that anesthetists should be paid a fee 
if they were called upon to administer a blood transfusion. 
The amount of the fee should be ey £1 1s. It 
was further agreed that the opinion of the Council should be 
transmitted to the Anesthetists’ Group and a copy of the 
letter sent to the Northern Transvaal Branch. 


NOTICES OF MOTION 


73. Presidency of the Association: Notice of Motion was 
iven as follows:—Proposer: Dr. du Toit; Seconder: Dr. R. 

eron: By-Law 51 (a): Change ‘President’ and ‘ Vice- 
President’ to read ‘Chairman’ and ‘Vice-Chairman’. 
Consequent on this alteration, make similar alterations to By- 
Laws 42, 44, 49, 55, 56, 57, 60 and 61; to the rules res e 
to the Secretary of Council—S, 6 and 8, and the rules 
applicable to the Treasurer of the Council—4 and 5. In 
addition, insert the word ‘President’ in By-Laws 55, 57 and 
60, and add to By-Law 62 (a) the words, ‘and elect annually 
the President and _ President-elect/Vice-President of the 
Association’. Finally, in By-Law 29 delete the words ‘ of the 
Council’ from the first and the third lines. This was noted 
by Council. 

74. Honorary and Emeritus Membership: Notice of Motion 
to amend By-Law 6 having been given by Dr. de Villiers and 
Mr. Goldschmidt (see Minutes of Council, 16th September 
1949), it was proposed by Dr. de Villiers, seconded by Dr. 
Goldberg and resolved nem. con. that the amendment to 
By-Law 6 be approved and transmitted to Branches for 
comment. 

HONOURS 


75. Nomination for Association's Gold Medal: The Medical 
Secretary stated that a sealed envelope had been handed to 
him containing a nomination for the Association’s Gold 
Medal. The President outlined the procedure laid down for 
the award. The Medical Secretary opened the envelope and 
read the name of the person nominated. The proposer and 
seconder spoke in support of their nomination. The President 
stated that members must consider the matter in private and 
be by the next meeting of Council a ballot would be taken. 

oted. 

76. Nomination for Association's Bronze Medal: The 
Medical Secretary reported that the Southern Transvaal Branch 
had nominated Mr. J. J. Levin to be the recipient of this 
award. The President stated that a ballot would be taken, 
and popes Mr. Goldschmidt to act as scrutineer with the 
Medical Secretary. After the count, the President announced 
that Mr. Levin had been awarded the Bronze Medal. Dr. 
Schneider undertook to have Mr. Levin present at the Council 
meeting on the following day in order that he might be 
presented with the medal. 

77. Hamilton-Maynard Memorial Medal: The President 
reported that as yet it had not been possible to decide who 
should receive the Hamilton-Maynard Memorial Medal for 
the zene 1949. The matter was still receiving the attention 
of the Head Office and Journal Committee and he hoped 
that it would be possible to make a recommendation to 
Council at its next meeting. Noted. 


| 
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78. Proposed Leipoldt_ Memorial Medal: The President 
mentioned that a suggestion had been put forward by the 
Editor that another award should be made, possibly to be 
called the * Leipoldt Memorial Medal’, and that competition 
for this medal should be confined to general practitioners. 
Council agreed that the Head Office and Journal Committee 
should consider the suggestion and report back to Council. 

79. Nominations for Honorary Membership: It was pointed 
out by the President that nominations would have to be 
considered under the present By-Law 6. The Medical Secretary 
submitted a nomination made by the Northern Transvaal 
Branch that Dr. R. H. Welsh be made an honorary member 
of the Association. He read the citation which had 
accompanied the recommendation. This nomination was 
generally approved by Council with acclamation. 

A further nomination made by the Northern Transvaal 
Branch was submitted and Council agreed that the matter 
be referred back to the Branch for further consideration. 


MATTERS REFERRED TO OR BY THE S.A. MEDICAL AND 
DENTAL COUNCIL 


80. Assessment Committees: The Medical Secretary reported 
on the establishment of Assessment Committees in the various 
Branch areas and on the drawing up of tariffs of customary 
fees by the Branches. Various members spoke on the position 
in their own Branch areas. After discussion it was agreed 
that members should attempt to expedite matters in their 
Branches and that such tariffs as were in the possession of 
the Medical Secretary should be sent to the Registrar of the 
S.A. Medical and Dental Council. 

81. Domiciliary Visiting: Dr. Braun reported that the S.A. 
Medical and Dental Council had decided to rescind its 
resolution permitting specialists to visit patients in their homes 
and to state that specialists should not ordinarily go to the 
home of a patient unless in consultation with a general 
practitioner, except in cases of emergency. Noted. 


MATTERS REFERRED TO OR BY BRANCHES 


82. Mode of Election of S.A. Medical and Dental Council 
Members: Correspondence from the East Rand Branch was 
submitted. The President called upon members of the East 
Rand Branch to explain why this matter had been brought 
up after the decision taken at the last meeting of Council. 
After discussion it was proposed by Prof. Brock, seconded by 
Dr. Broomberg and resolved by 22 votes to 5 that the previous 
resolution of Council be reaffirmed. 

83. Deaths under Anesthesia: Correspondence from the 
Natal Inland Branch was submitted. As the representative 
of the Natal Inland Branch was not present, the President 
suggested that the matter be deferred until he should be 
present. Agreed. 

84. Ethical Rule concerning Benefit Societies: Comnpentnass 
from the Southern Transvaal Branch was submitted. After 
discussion it was proposed by Dr. Shapiro, seconded by Dr. 
Schneider and resolved that legal opinion should be taken 
as to whether it would be reasonable to pass an ethical rule 
that members should not accept appointments with Medical 
Benefit Societies unless their appointment had been approved 
by the Association. It was further agreed that legal opinion 
should be taken by the officials of the Head Office. 


(Council adjourned at 5.45 p.m.) 


SATURDAY, 18 MARCH 
The meeting commenced at 9.10 a.m. 


HEALTH SERVICES 


85. Transvaal: A report from the Chairman of the 
Augmented Executive Committee for negotiation in the 
Transvaal was submitted. Dr. Pirie reported that the 
Administrator-in-Executive Committee had decided to allocate 
the sum of £50,000 as an honorarium in payment for services 
rendered during the interim period since November, 1948. 
Considerable discussion followed and it was then proposed by 
Dr. Geerling, seconded by Dr. Meltzer and resolved nem. con. 
that in the opinion of the Council the amount of £50,000 
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offered by the Administration is quite inadequate. Accordingly 
this Council recommends that the matter be referred back for 
mediation by the same mediator who officiated in the dispute 
between the Transvaal Provincial Administration and_ the 
Medical Association of South Africa. It was proposed by 
Dr. Pirie, seconded by Dr. Sypkens and resolved that Council 
go into committee. On coming out of committee, the following 
resolutions were reaffirmed :— 

It was proposed by Prof. Brock, seconded by Dr. Braun 
and resolved that further consideration be left to the 
Augmented Executive Committee for negotiation in the 
Transvaal. 

It was proposed by Dr. Shapiro, seconded by Prof. Brock 
and resolved that Federal Council reaffirm the principle that, 
so far as is possible, every medical practitioner should have 
a hospital connection whether in a paid or honorary capacity. 

It was proposed by Dr. Gear, seconded by Prof. Brock and 
resolved that a memorandum on Provincial Hospitalisation be 
prepared and discussed at the next meeting of Council and 
that this memorandum should consider the whole question of 
the existing Hospital Ordinances and the administrative 
arrangements that had been and were being developed under 
those Ordinances. Council agreed that Dr. Gear and the 
Medical Secretary collaborate in drawing up the memorandum. 
The President pointed out that, owing to the absence of the 
Medical Secretary on his visit to Australia, it was possible 
that there — be some delay in submitting the memorandum 
- ~~ es or discussion before the next meeting of Council. 

oted. 

86. Cape Province: A report by the Chairman of the 
Augmented Executive Committee for negotiation in the Cape 
Province was submitted, as also was a letter from the Director 
of Hospitals in the Cape. The President stated that the Cape 
Provincial Administration wished to retain the honorary 
system and to make as few full-time or part-time appointments 
as possible. At present the only such appointments suggested 
outside the teaching hospitals were those of full-time or part- 
time medical superintendent, but later certain junior 
eng might be appointed as full-time understudies to 

onorary surgeons and physicians and who would be on call 
in the off periods. After discussion, Council generally agreed 
in principle to accept the retention of the honorary system 
in the Cape Province. Discussion then followed on the status 
of those members of the Cape Central Hospitals Committee 
nominated by the Association, and it was proposed by Dr. 
Schaffer, seconded by Dr. Goldberg and resolved that in the 
opinion of the Council it is essential that the Association’s 
representatives on the Central Hospitals Committee should be 
acquainted with the position as it exists at all hospitals in the 
Province. If the representatives feel themselves unable to 
represent the views of the Association, it should be suggested 
that they resign. 

87. Presentation to Mr. J. J. Levin: After the tea 
adjournment the President welcomed Mr. and Mrs. J. J. Levin. 
Acclamation. The President stated that Council had agreed 
to award the Bronze Medal of the Association to Mr. Levin. 
He referred to the citation which had been read the previous 
day and added a personal note, saying that he had been a 
fellow-student of Mr. Levin and that the latter had been one 
of the most loyal and hard-working members of the 
Association. The presentation was made amid acclamation. 
In his reply, Mr. Levin said that he was physically unfit to 
make a speech, and spoke shortly of the pleasure he had had 
in his work and relations with the Medical Association, 
thanking members for both the honour and the reception which 
had been accorded him. Acclamation. 

88. Representation on Cape Central Hospitals Committee: 
Dr. Jabkovitz put forward a resolution from the Cape Midland 
Branch, in which it was requested that one of the represen- 
tatives appointed to the Central Hospitals Committee should 
be from the Eastern Province. It was proposed by Prof. 
Brock, seconded by Dr. Tarlie and resolved that this resolution 
be accepted in principle and acted upon when the next 
vacancy arose. 

89. Medical Committees: Dr. Tarlie put forward a resolution 
from the Cape Midlands Branch, ssaeeng Sas: *The future 
Medical Committee of the Provincial Hospital should be 


composed of members of this Branch of the Association and 
that 50% should be members of the appointed medical staff 
and that in regard to new appointments the local Medical 
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Committee should be consulted.’ He spoke to this resolution, 
and after short discussion Council generally agreed that the 
matter be left to the Augmented Executive Committee for 
negotiation in the Cape. i 

90. Orange Free State: A number of reports with 
annexures from the Chairman of the Executive Committee for 
negotiation in the Orange Free State were submitted. Dr. 
Theron reported further and asked Federal Council to confirm 
the agreement now reached with the Provincial Administration 
in the Orange Free State. In the discussion which followed, 
the status of pathologists and radiologists in the Province was 
considered. Council agreed that the Report of the Augmented 
Executive Committee for negotiation in the Orange Free State 
be accepted in principle. ; 

Dr. Shapiro reported on the —— of pathologists and 
radiologists in the Transvaal and stated that the matter had 
not yet reached finality. Council thus generally agreed to 
leave the question of radiological and pathological services in 
the Orange Free State until the matter had been brought to 
finality in the Transvaal, when a resolution would be put to 
Council covering all the Provinces of the Union. 

91. Natal: A report from the Chairman of the Augmented 
Executive Committee for negotiation in Natal was submitted. 
Mr. Sweetapple reported further. He stated that a new 

rinciple had been initiated in Natal of appointing specialists 
ean urban to visit hospitals in the surrounding areas. The 
first two appointments had been made some months ago and 
the question had then been raised as to whether these 
appointments carried with them the right of private practice. 
As it had been pointed out that the amount of private practice 
which might occur would be negligible, no further action had 
been taken by the Branch Council. A further appointment, 
however, was being considered and the advertisement had 
stated categorically that it was to be made ‘with the right 
of private practice’. It was pointed out that Council had 
already expressed its opinion on similar circumstances in the 
Transvaal and had laid down the principle that any specialists 
appointed to part-time visiting posts at outlying hospitals 
should see no private patients whatever at the hospitals they 
visit, either in-patients or out-patients, except in cases of 
emergency. Council reaffirmed this principle and stated that 
it should apply to all Provinces. 

92. Patholegical Services in Natal: Mr. Sweetapple stated 
that about eighteen months ago the pathologists in Natal had 
come to an arrangement with the Provincial Laboratories that 
the latter would be responsible for in-patient and out-patient 
pathology in the Provincial hospitals and would do such pro 
deo work as was referred to them. After discussion Council 
generally agreed that the Natal Sub-Group of the Pathologists’ 
Group was not entitled to come to such a decision and resolved 
that this matter should be referred back to the Sub-Group to 
reconsider the agreement previously made with the Province. 
Mr. Sweetapple then asked whether the provision of a free 
laboratory service by Provincial Administrations to patients 
who are not in- or out-patients of a Provincial or Provincially- 
subsidised mission hospital had the approval of Council. It 
was unanimously agreed that such provision had not the 
approval of Council. Mr. Sweetapple raised a third point. 
but as it was stated that this subject had not yet been resolved 
in the Transvaal, it was agreed that no action should be taken 
at this stage. 


JOINT MEETING, 1951 


93. Appointment of President: The Medical Secretary 
submitted a letter from the Southern Transvaal Branch 
regarding a nomination as President of the Joint rt The 
Vice-President took the Chair and it was proposed by Dr. 
Shapiro, seconded by Dr. Geerling and resolved that Council 
© into committee. After discussion it was Upp ae by Dr. 

hneider, seconded by Dr. Geerling and resolved that 
* Council go out of committee. It was then proposed by Dr. 
Shapiro, seconded by Dr. Schneider and resolved that the 
resolution taken in committee that Dr. A. W. S. Sichel be 
appointed President of the Joint Meeting be affirmed. The 
President then returned to the meeting and was congratulated 
by the Vice-President on his election as President of the Joint 
Meeting. Acclamation. The President replied shortly. 

94. Vice-Presidents of Congress: A _ list of possible 
honorary Vice-Presidents of Congress was submitted. After 
discussion it was agreed that the President and Dr. Geerling 


24 June 1950 


should consider the list and draw up a complete list of 
honorary Vice-Presidents. 

95. Scientific Exhibition: Dr. Geerling stated that the 
Organising Committee would like Federal Council to nominate 
a liaison officer in Cape Town. Council agreed that Dr. H. O. 
Hofmeyr be appointed to this position. 

96. Registration Fee: The question as to whether a 
registration fee for Congress should be charged was then 
discussed. After discussion it was proposed by Dr. Bell, 
seconded by Dr. Turton and resolved nem. con. that this 
matter, as well as any other questions, should be referred 
to the Executive Committee for decision. 


(Council adjourned for lunch at 1.20 p.m. and resumed 
at 2.30 p.m.) 


97. Deaths under Anesthesia: The President stated that as 
Dr. Armitage had not returned, Council would discuss this 
item without him. Discussion followed, during which the 
President informed Council that a sub-committee of the 
Association had written a report in 1947 which had been 
referred to various judges, magistrates and prosecutors 
throughout the Union. The Editor inted out that he 
understood that it was the intention of the Government to 
introduced a Bill to amend the Inquest Act. After further 
discussion Council agreed that the Editor undertake to write 
an editorial on the subject. 

98. Amendment to Natal Inland Branch Rules: The 
Medical Secretary stated that these amendments had been 
considered by the Executive Committee which recommended 
to Council that they be approved. Council agreed. 

99. Combined Ethical Committee with Dental Association 
of South Africa: Correspondence from the Southern 
Transvaal Branch was submitted. Council agreed that this 
matter be considered in conjunction with Item 21 (b) of the 
Agenda. 

100. Governor-General’s National War Fund: A letter 
from the Southern Transvaal Branch was submitted, in which 
it was requested that the Tariff applicable to approved Medical 
Aid Societies would apply in cases treated under the 
Governor-General’s National War Fund. Council agreed that 
this should be so for both specialists and general practitioners. 
Dr. Geerling stated that the Southern Transvaal Branch would 
send a notice to the Editor for publication in the Journal. 

The Medical Secretary then read another letter from the 
Southern Transvaal Branch, jn which it was stated that the 
Governor-General’s_ National War Fund wished to appoint 
honorary medical officers to visit the various homes established 
by the Fund. The Medical Secretary stated that the Executive 
Committee had considered the matter and felt that the 
suggested honorarium of £1 Is. per capita per annum was 
reasonable. It was proposed by Dr. Geerling, seconded by Dr. 
Collins and resolved nem. con. that the recommendation of 
the Executive Committee be accepted, and if the Fund wished 
to institute any change and appoint paid officials, they should 
submit a scheme which could be considered by the Central 
Committee for Contract Practice. 

101. Shortage of Trained Midwives: A letter from the South 
African Red Cross Society was submitted. It was proposed 
by Dr. de Villiers, seconded by Dr. Simpson Wells and 
resolved nem. con. that the matter of the shortage of trained 
midwives be again brought to the notice of the Minister of 
Health, with special emphasis on the training and examination 
of the non-European candidates for this service. Council 
further agreed that the Parliamentary Committee should form 
the deputation. 

102. Payment of Annual Registration Fee: A letter from 
the Natal Coastal Branch was submitted. It was noted that 
a member of the Natal Coastal Branch had taken legal opinion 
on this subject. After discussion it was generally agreed that 
the Medical Secretary should obtain from the Natal Coastal 
Branch the legal opinion which had been taken and that it 
should be submitted to the Executive Committee for opinion 
and decision as to further action. 

103. All-Accident and Sickness Policy: A letter from the 
Northern Transvaal Branch was submitted. The Medical 
Secretary reported on the conversation which he had had with 
the Assistant Manager of the Atlas Assurance Company. and 
he submitted a letter from that official. After discussion it 
was generally agreed that the most reasonable cover provided 
for medical practitioners was that supplied by the Professional 
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Provident Society of South Africa by means of a policy which 
already had the approval of the Association. 

104. Formation of General Practitioners’ Group: The 
Medical Secretary reported on the replies which had been 
received from Branches to a circular which had been sent out 
following the last meeting of Council. Following discussion, 
notice of motion was given by Dr. Shapiro, seconded by Dr. 
Meltzer, as follows: *That By-Law 21 be amended by the 
deletion of the following words: “but who, by reason of 
paucity of members and/or geographical distribution, are 
unable to achieve adequate representation of their special 
interests through the Branches and Divisions”.’ This was 
noted by Council. The President stated that it would be as 
well for all Branches to form General Practitioners’ Groups 
within their Branches in the meantime. Noted. 

105. Specialist Registration for Medical Officers of Health: 
A letter from the Medical Officers of Health Group was 
submitted. After discussion it was proposed by Dr. de Villiers, 
seconded by Dr. Gear and resolved that the question of a 
specialist as for Medical Officers of Health be referred 
to the S.A. Medical and Dental Council for their consideration. 

106. Tariff of Refunds: A letter from the Ophthalmological 
Group was submitted. The Medical Secretary stated that the 
Executive Committee had considered this matter and 
recommended that a short editorial be written for publication 
in the Journal, ag op U. to practitioners that the tariff of 
amounts paid by the rtment of Justice was a tariff of 
refunds and that the full fee beyond the amount of the refund 
was recoverable from the patient. Council agreed that this 
be done. 

107. X-Ray Therapy in Skin Cases: A letter and resolution 
from the Dermatology and Venereology Group was submitted. 
This suggested closer co-operation between the heads of the 
Departments of Dermatology and Radiology in hospitals. 
Council felt that this was entirely a local matter and agreed 
to note the resolution. 

108. Memorandum on Orthopedic Services: A letter and 
memorandum from the Orthopedic Group were submitted. 
It was proposed by Dr. Pirie, seconded by Dr. Shapiro and 
resolved that no action be taken but that the matter could be 
dealt with by the Administration if it was felt that there was 
a case. 

109. Representation on the S.A. National Council for the 
Deaf: The Medical Secretary submitted a letter from the S.A. 
National Council for the Deaf and stated that the matter had 
been referred to the Otolaryngological Group. Council 
confirmed the Medical Secretary's action and agreed that this 
be the policy in the future. 

110. Relationship between the Medical and _ Dental 
Professions: A letter from the Dental Association of South 
Africa was submitted. Dr. Braun reported that he had been 
unable to contact the writer of the letter and was thus unable 
to make any report. Further attempts would be made and 
he would report at the next meeting of Council. Noted. 

111. Whooping Cough Vaccine: The Medical Secretary 
reported that the resolution of Congress had been sent to the 
Department of Health and that a notice received from the 
Department had been inserted in the Journal for the 
information of practitioners. Noted. 

112. Vaccination Certificates: The Medical Secretary stated 
that a resolution passed at the last Congress had been referred 
to the Minister of Health, who had replied that the difficulties 
referred to were well-known to the World Health Organisation 
and that that body already had the matter under consideration. 
After discussion it was generally agreed that the matter be 
referred to the Secretary General of the World Medical 
Association. 

113. Instruction of Student Midwives in the Care of Infants: 
The Medical Secretary stated that the resolution ssed at 
the last Congress had been transmitted to the Minister of 
Health. The matter had been referred to the S.A. Nursi 
Council and it was noted that instruction was given to pup 
midwives and questions were included in their examination 
papers. 

114. Union-wide Maternity Service: The Medical Secretary 
stated that a resolution of Congress had been referred to the 
Minister of Health and the Secretary of the Central Health 
Services and Hospitals Co-ordinating Council. At the time 
of reporting, no reply had been received from either. Noted. 

115. Clinical Tests for Assessment of Drunkenness: The 
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Medical that the resolution of Congress on 
this subject had n referred to the Minister of Justice who 
had replied that the resolution had been noted. The President 
stated that the matter was being considered by the Task Group 
of the National Road Safety Organisation. Noted. 

116. Rehabilitation of Disabled Workers: The Medical 
Secretary reported that the resolution on this subject had been 
referred to the Minister of Health and an acknowledgment 
had been received. After the agenda of the Council meeting 
had been drawn up, a letter had been received from the 
Secretary for Social Welfare on this subject. It was proposed 
by Dr. Geerling, seconded by Dr. Struthers and resolved 
ye the matter be referred to the Executive Committee for 

cision. 

117. Section 80 of Medical, Dental and Pharmacy Act: The 
President drew attention to the fact that the S.A. Medical 
and Dental Council had set up committees to consider ways 
and means of revising the terms of Section 80. Notice of 
Motion was given by Mr. Goldschmidt, seconded by Dr. 
Shapiro, that the resolution taken at the previous meeting 
of Federal Council, reading: ‘That, whilst realising the 
inherent difficulties of the administration of Section 80 of 
the Medical, Dental and Pharmacy Act, Federal Council is 
nevertheless of the opinion that the solution does not lie in 
the abolition of this Section of the Act’, should be rescinded. 

Discussion followed and the President suggested that, as 
a matter of urgency, Branches should be invited to give their 
opinions on Section 80 of the Medical, Dental and Pharmacy 
Act and that these should be transmitted direct to the 
Convener of a Committee to be appointed in Johannesburg 
which would draw up a memorandum for presentation to the 
S.A. Medical and Dental Council. 

Further discussion followed and Council agreed with the 
suggestion made by the President. 

Council further agreed that the Committee consist of Drs. 
Braun, Maurice Shapiro and Meltzer, Dr. Shapiro to be the 
Convener, and that the Committee should have the right to 
employ legal assistance. It was also agreed that, if it be 
necessary, the President should call a special meeting of 
Federal Council to consider the matter. 

118. Amendment of Constitution of S.A. Association of 
Physicians: The Medical Secretary stated that the suggested 
amendments had been considered by the Executive Committee 
which recommended to Council that they be approved. 
Council agreed. 

119. Unemployment Insurance Act: A letter from the 
Northern Transvaal Branch was submitted in connection with 
the payment of Unemployment Insurance contributions in 
respect of doctors’ nurses and receptionists. After discussion 
it was generally agreed that the matter be left to the Executive 
Committee. 

120. Information required by Insurance Companies: A 
letter from the Kingwilliamstown Division of the Border 
Branch was submitted, in which it was stated that an attempt 
was being made by a certain insurance company to seek 
medical certificates without the payment of any fee. The 
Medical Secretary stated that the Executive Committee 
recommended that the matter be referred back to the Branch. 
pointing out that if a doctor filled in such a report he should 
claim a fee in the usual way. After discussion Council 
approved the recommendation of the Executive Committee. 

121. National Council of Women: A letter from _ the 
National Council of Women, concerning a meeting to be held 
in Pietermaritzburg in April, was considered. e Medical 
Secretary stated that the Executive Committee recommended 
that the Association be represented by two women practitioners 
resident in Pietermaritzburg. Council ease. 

122. International Congress of Radiology: The President 
stated that a dispute had arisen between the Radiological 
Society of South Africa and the newly-formed Roentgen 
Society regarding representation at a forthcoming International 
Congress of Radiology to be held in London. After 
discussion it was generally agreed that Dr. Shapiro, as President 
of the Southern Transvaal Branch, should call a round-table 
conference of both bodies. Mr. Cole Rous asked that his 
vote be recorded against this motion. 

123. Railway Sick Benefit Fund: It was pointed out that 
four specialists had been approached by the Fund in order 
that they should sign an agreement whereby they would 
accept 33% reduction on the normal tariff of fees for 
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approved Medical Aid Societies. After discussion it was 
proposed by Dr. Shapiro, seconded by Dr. Braun and resolved 
nem. con. that Council recommend to the persons concerned 
that they should not sign the agreement. 

124. Thanks: Dr. Braun proposed a vote of thanks to the 
President for the able and competent way in which he had 
conducted the meeting. This was accorded with acclamation. 
The President replied, thanking members for their co-operation. 
He thanked the Council again for the high honour which had 
been conferred on him by his election as President of the 1951 


Joint Meeting. He further thanked the Southern Transvaal 
Branch for hospitality which Council had received from 
the Branch. 


The meeting ended at 5.45 p.m. 


PASSING EVENTS 


Dr. F. P. Jacobsz, F.R.C.S., has moved to new consulting 
rooms on the third floor of Sonop Building, Maitland Street, 
Bloemfontein. Telephone: 3953. 


The Registrar of the S.A. Medical and Dental Council wishes 
to acknowledge the receipt of an amount of £2 sent 
anonymously. 


THe Care Town PAepDIATRIC GROUP 


A meeting of this pane will be held in the Little Lecture 
ore Groote Schuur Hospital on Monday, 26 June, at 
.15 p.m. 

Dr. D. R. Barnes will speak on Some Aspects of Congenital 
Abnormalities of the Urinary Tract. 


SouTH AFRICAN SOCIETY OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


The Annual General Meeting of the Society will be held at 
the Royal Hotel, Durban, on Sunday, 2 July 1950 at 10 a.m. 
The Durban Congress of the Society will take place from 
30 June to 3 July 1950. Scientific meetings will held at 
the Victoria League Hall, 20 Mercury Lane. 
The annual general meeting will be held in the number 10 
private room at the Royal Hotel, Durban. 
Communications should be addressed to Dr. Brian C. 
Murless, Honorary Secretary, S.A. Society of Obstetricians 
one 807-808 Acutts Arcade, Gardiner Street, 
urban. 


REVIEWS OF BOOKS 


PULMONARY RADIOLOGY 


Differentialdiagnose der Lungenréntgenbilder. Besondere 
Berucksichtigung derjenigen Erkrankungen, die mit der 
Lungentuberkulose verwechselt werden kénnen. Von Dr. 
Med. Rudolf Zeerleder. Vorwort von Drs. J. Morin und 
H. Stécklin. D. 8vo. Pp. 296. Verlag: Hans Huber, 
Bern. 

Inhaltsverzeichnis: Problemstellung und Méethodik. Lungener- 
krankungen die im Réntgenbild pathologische Schatten ergeben. 
Atiologie bzw. Genese jener Lungenerkrankungen. Einteilung der 
krankhaften Lungen—und Mediastinumbilder. 

A. Krankhafte Verschattungen der Lungenfelder: 1. Abgerun- 
dete Schatten. 2. Streifige Verschattungen der Lungen, besonders 
der Hili. 3. Fliaichenschatten. 

. Ringschatten und Kreisrunde Aufhellungen. Uebersicht und 
Schlussfolgerungen. 


In these days of unlimited confidence in the X-ray film as a 
diagnostic medium in chest disease, this book provides a 
salutary and sane check. Dr. Morin, of the University of 
Lausanne, in his foreword voices the opinion that most 
experienced internists have long felt that it is not proper to 
determine an aetiological diagnosis on radiogical criteria 
ves 


alone, however weighty these might prove. The book 
many instances of radiological diagnoses which have 
disproved by autopsy findings, and throughout emphasizes the 
essential co-operation of physician or surgeon with radiologist 
in every phase of a diagnostic i 


examination. 
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The writer, a radiologist of high standing, has produced a 
valuable index of differential diagnosis in the sphere of lung 
X-ray findings, with special reference to the background of 
tuberculosis. The work is extremely thorough, is concise, 
especially in the numerous case histories adduced, and is 
arranged and classified in several categories so that under 
cross references any type of X-ray film can be instantly 
identified with the text. 

The references to the most recent literature are conveniently 
classified under each pathological heading. j p 

A feature of this compact book is the small diagrammatic 
sketches which accompany most of the admirably reproduced 
radiograms, a characteristic which one has always appreciated 
in similar papers emanating from Leysin. These instantly 
clarify the reading of the films reproduced in positive. 

This excellent little book, really a second and revised 
edition, must find a place in every radiologist’s library. It 
fully deserves the chorus of praise which many Swiss anc 
German scientific journals have given it. 


SURGICAL OPERATIONS 


Operations of General Surgery. By Thomas G. Orr, M.D. 
(Pp. 890 + x, with 1,700 step-by-step illustrations on 721 
figures. £5 14s. 9d.) Philadelphia and London: W. B. 
Saunders Company. Second edition. 1949. 


1. Wound Healing. 2. Treatment_of Fresh Wounds. 
3. Sutures and Knots. 4. Amputations. 5. The Skin and Sub- 
cutaneous Tissues. 6. Muscle, Fascia and Bursa. 7. Tendons 
and Tendon Sheaths. 8. Thorax and Respiratory System. 

The Breast. 10. Circulatory System. 11. Abdominal Incisions. 
12. Digestive System. 13. Hernia. 14. Bones and Joints. 15. 
The Nervous System. 16. The Sympathetic Nervous System. 17. 


Contents: 


Lymphatic System. 18. Endocrine System. 19. Congenital 
a. 20. Genito-Urinary System. 21. Female Reproductive 
ystem. 


This is a survey of all aspects of surgery in one volume; a 
substantial achievement in these days. The introductory para- 
graphs are full of valuable and interesting information on 
wound-healing and surgical technique, while the chapters on 
amputations and skin grafting are practical and up-to-date. In 
the section on the breast the description of radical mastectomy 
is disappointing without the breast-first and axilla-first type of 
operations being separated, and with no mention of simple 
mastectomy with X-ray therapy as a form of treatment for 
carcinoma. 

There is an interesting chapter on abdominal incisions, with 
excellent descriptions of the freer type of transverse incisions 
which can be centred over the difficult part of the operation; 
but no mention of the classical Kocher’s incision which still 
has a place. 

With gastric surgery, there is no differentiation between the 


UMI 


operations done for ulcer and for carcinoma, and the descrip- _ 


tion of total gastrectomy omits the essential entero- 
anastamosis, although the diagrams of oesophago-jejunal 
anastomosis are a model of clarity. The operation of chole- 
cystectomy is the best described in the book and should be 
read and remembered by everyone. Pancreatic surgery is given 
in principle rather than detail. The section on small intestinal 
obstruction is too brief, with no mention of the different types 
and their incidence. There should be a detailed account of 
the management of these cases, with some discussion of the 


important physiological problems involved. Nor is it practical — 


to consider large and small bowel obstruction in different parts 
of the book. The section on the rectum omits altogether the 
important Bacon-Babcock ‘ pull-through’ type of operation, a 
peculiar shortcoming in an American book. 

In the section on hernia the initial description of the Bassini 
operation is perfect; likewise the section on fascial hernio- 
plasty is absolutely first-rate. Bones and joints are done without 
fractures, which is always a difficult assignment, and the 
portion of the nervous system dealing with skull fractures is 
a little brief. 

Under the sympathetic nervous system are good standard 
descriptions of cervical and lumbar sympathectomies, followed 
by the Smithwick operation for hypertension, but without, 
most unfortunately, any dissertation on the uses and abuses 
of this operation which one would expect in a book as up-to- 
date as this. 

In the endocrine system there is an interesting description 
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of Crile’s technique of radical surgery for carcinoma of the 
thyroid gland. The chapters on urological and gynaecological 
surgery are concise without being authoritative, and do not 
cover these subjects in anything like the specialized detail that 
has enveloped them now. 

This is an up-to-date book, contains much of real value to 
student and surgeon alike, and is sound and full of interesting 
information. 


THE MEeEpicInE OF OLD AGE 


Geriatric Medicine. The Care of the Ageing and the Aged. 
Edited by Edward J. Stieglitz, M.D., F.A.C.P. (Pp. 773 
+ xvii, with 180 illustrations. South African price 
£5 2s.) Philadelphia and London: W. B. Saunders Com- 
pany. Second edition, 1949. 


Contents: 1. General Considerations. 2. Disorders of Metabolism. 
3. Disorders of the Mind and Nervous System. 4. Disorders of 
the Respiratory System. 5. Disorders of the Circulatory System. 
6. Disorders of the Alimentary System. 7. Disorders of the 
Genitourinary System. 8. Disorders of the Skeletal System. 9. 
Disorders of the Cutaneous System. 


The first edition of this book appeared in 1943; in the second 
edition revision is said to be extensive, but the general scope 
remains unchanged. 

The editor, Dr. E. J. Stieglitz, has compiled a textbook of 
geriatric medicine, with the aid of no less than 46 contributors, 
each a specialist on the subject of which he writes. 

The first seven chapters deal with the principles of geriatric 
medicine anatomical and physiological changes in normal 
ageing and medical care in senescence; these chapters are 
thoughtfully written and for the most part interesting and are 
stimulating. The chapter on geriatric anaesthesia contains 
useful information, and those on cardiovascular disease contain 
an adequate presentation of existing knowledge of the subject. 
The nephropathies, diseases of the prostate, and skin diseases 
of the aged are discussed competently. 

The infirmities to which the aged are peculiarly liable are 
degenerative cardiovascular disease, neoplasms, prostatic 
enlargement, and senile affections of the skin, etc., and one 
would have expected that the subject might be adequately 
dealt with in less than the 770 odd pages that comprise this 
book. A treatise of such length must necessarily repeat 
information that may be found in many textbooks of medicine 
and surgery, with the result that, e.g.. space is given to the 
acute lung conditions that affect all ages, whilst the description 
of chronic bronchitis and emphysema and their sequel, the 
cor pulmonale, so common in old age, is given only cursory 
consideration. One would have welcomed, too, more informa- 
tion on the psychological aspects of ageing, an important but 
neglected field in geriatrics. 

These criticisms apart, this is an excellent textbook on the 
subject, and indispensable for reading and reference by all who 
may be called upon to treat the ageing and the aged. 


FRIEDBERG’s DISEASES OF THE HEART 


Diseases of the Heart. By Charles K. Friedberg, M.D. 
(Pp. 1081 + xxxii, with 79 illustrations, £4 17s. 9d.) 
a and London: W. B. Saunders Company. 


Contents: Part I. Circulatory Failure. Part I]. The Cardiac 
Arrhythmias. Part III. The Coronary Circulation and Disturb- 
ances in Cardiac Blood Supply. Part 1V. Structural Abnormalities 
of the Heart. Part V. Etiologic Forms of Heart Disease. Part 
VI. Special Problems in Heart Disease. 


Here we have an entirely new publication—an outstanding 
book which deals with disorders of the heart in great detail. 
The subject matter is most up-to-date, and the extensive 
bibliography following each chapter is evidence of the pains- 
taking work which went into its production. 

An important feature is the emphasis placed by the author 
on the pathogenesis and the mechanism of the symptoms and 
signs of the various cardiac disorders, in the belief that a full 
understanding of the dynamic events responsible for clinical 
phenomena is essential for proper diagnosis and treatment. 
Detailed discussions of various quantitative measurements in 
the clinical study of cardiovascular disease (cardiac output, 
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blood volume, oxygen concentration, renal and pulmonary 
flow, etc.) are included and their practical application demon- 
strated. 

As is to be expected in a volume of this nature, all the more 
important disorders of the heart are most fully considered, 
many of them in the form of individual monographs. In this 
connection special mention must be made of the chapters on 
Circulatory Failure, Coronary Artery Disease and Congenital 
Heart Disease. In view of the considerable progress which 
has been made in recent years in the diagnosis and, in some 
instances, in the treatment of congenital cardiac anomalies, it 
is pleasing to note the detail with which these anomalies have 
been discussed. Special recognition has been given to the part 
played by cardiac catheterization, oxygen and pressure studies 
and ae in their differentiation. 

Another valuable section, which amply repays reading, is that 
on the action and usage of digitalis, to which much space has 
been devoted. 

Many of the rarer forms of heart disease find a place in 
this work, but there are no special sections given over to 
electrocardiography or roentgenology, partly to save space and 
to avoid duplication. It is, perhaps, a pity that in such a 
comprehensive work covering all other fields of the subject of 
cardiology, space could not be found for dealing with such 
important aspects. However, electrocardiograms and X-ray 
plates are used to illustrate points raised in the text. 

In the preface the author states that in this book he 
‘endeavours to provide a comprehensive and integrated 
exposition of the diseases of the heart’. This endeavour has 
been fulfilled with conspicuous success, and this volume can 
be recommended as an excellent, up-to-date reference book 
for anyone interested in cardiovascular disease. 


EXPERIMENTELE SIELKUNDE 


Inleiding tot die Eksperimentele Sielkunde. Deur B. J. 
Schlebusch, M.A., D.Phil. (Bl. 151, met 48 tabelle en 
42 figure. 12s. 6d.) Kaapstad en Johannesburg: Juta en 
Kie., Beperk. 1948. 


Inhoud: 1, Algemeen. 2. Visuele Gewaarwordings. 3. Akoestiese 
Gewaarwordings. 4. Velgewaarwordings. 5. Smaakgewaarwordings. 
6. Reukgewaarwordings. 7. Die Intensiteit van Gewaarwordings. 
8. Die Ruimtekenmerk van die es oy = 9. Die Eenheidsken- 
merk van die Waarneming. 10. Die Invloed van Apperseptiewe 
Toestande op die Waarneming. 11. Die Aandag. 12. Die 
Gemoedsaandoeninge. Aanhangsel. 


As signified by its title, this book is intended to serve as an 
introduction to experimental psychology. It does not attempt 
to cover the whole field of experimental psychology. From 
the table of contents it is apparent that the book is almost 
entirely devoted to laboratory experiments in the field of 
psycho-physics—sensations and perceptions. 

The book is set upon the same principle as the well-known 
American work by Boring, Langefeld and Weld, namely, a 
manual and practical book combined. 

The contents are based on the widely used textbook, 
Sielkunde, by Prof. J. A. J. van Rensburg, which is the first 
and only textbok on academic psychology written in Afrikaans. 

By producing this manual and practical book in Afrikaans, 
Dr. Schlebusch and his publishers have rendered a very 
valuable service to the many Afrikaans-speaking students who 
use the textbook of van Rensburg in their first-year course. 

Modern experimental psychology is by no means limited 
to the laboratory and has long ago abandoned the barren 
road of the nineteenth century experimentalists who vainly 
strove to force psychology into the narrow confines of the 
natural sciences—physics and chemistry. It remains a fact, 
however, that practical training in the elementary principles 
and techniques of the scientific method as applied to the study 
of mental phenomena is of fundamental importance to the 
student of psychology. The phenomena to which the book of 
Schlebusch is mainly devoted, viz. those which are closely 
related to the physiological basis of the sensory processes, are 
admirably suitable for this purpose. 

While the author deserves to be congratulated on his valu- 
able contribution to the meagre list of scientific psycholog‘cal 
literature, the publishers, Juta and Company, are not less 
deserving of our highest praise. 
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The book is well printed on paper of excellent quality and 
is neatly bound with a coil spring. Ample space is proyided 
for the tabulation and discussion of the results of each of the 
41 carefully selected individual and group experiments. 

It is an indispensible ancillary to van Rensburg’s textbook, 
Sielkunde, but it should prove to be equally useful in con- 
junction with any of the well-known standard textbooks in 
English. 


STEDMAN'S MepIcat DICTIONARY 


Stedman's Medical Dictionary. Edited by N. Burke 
Taylor, M.D., F.R.S.C., F.R.C.S. (Edin.), F.R.C.P. (Can.), 
M.R.C.S. (Lond.), in collaboration with Allen Ellsworth 
Taylor, D.S.O., M.A. (Pp. 1361 + xliv, fully illustrated. 
65s.) Seventeenth revised ed. London: Bailliére, Tindall 
& Cox. 1950. 


An interesting trend in the new edition of Stedman’s Medical 
Dictionary is the progressive elimination of trade names. This 
is contrary to the policy of a dictionary such as Dorland’s, 
and it is doubtful whether this is a wise decision, because 
in a modern medical dictionary a reliable guide to proprietary 
chemotherapeutics would undoubtedly be most useful. This, 
however, is a very minor criticism. 

The illustrations are relevant and the colour plates quite 
pleasing, but the poor reproduction of plate vii has destroyed 
the vals of the photomicrographs of the section of human 
bone marrow. 

The discussion on medical etymology will interest all practi- 
tioners, specially those concerned with the preparation of 
papers for publication. 

The volume should also prove a useful gift for presentation 
to medical students. 


CORRESPONDENCE 


Wuy SMOKE? 


To the Editor: After Columbus discovered America in 1492 
he brought back a new and pernicious habit to the old world. 
This habit, viz. that of smoking tobacco, has spread death 
all over the world and were it not for the fact that so much 
good has come from America since then, one could almost 
rue the day that America was discovered and with it this 
dangerous poison. 

Tobacco to-day is used chiefly in three forms, viz. the 
cigarette, the cigar and the pipe. 

Tobacco comes from various countries and is of a variety 
of blends containing different percentages of nicotine. 
Analysis of popular brands shows that Virginia cigarettes 
contain 6°, a Turkish cigarette 14° and the so-called 
nicotine-free cigarette 1°. 

What actually is the substance which we inspire in great 
clouds when we smoke? 

Benzpyrene and other tar products are some of the 
ingredients of smoke and they especially irritate the respiratory 
passages. The chief poisonous ingredient, however, is 
nicotine. In smoking, nicotine is freed by the formation of 
ammonia and owing to its volatility is rapidly inhaled. By 
smoking one cigarette 2 mg. and by smoking one medium- 
sized cigar 8 mg. of nicotine are absorbed into the body. The 
fatal dose of nicotine is 0.05 gm., which is equivalent to 
+3-5 gm. cigar or pipe tobacco. About one-third of the 
nicotine comes into the mouth and a little of it is absorbed. 
The lungs absorb about one-fifth of the inhaled nicotine. One 
cigar is equivalent to five cigarettes and one pipe to slightly 
more. If the nicotine from two cigarettes is injected into the 
blood stream of a smoker, he would soon die. 

He who smokes 20 cigarettes a day inhales during a week 
400 mg. of nicotine. a quantity which, when injected into 
the blood stream, will kill a human being as quickly as a 
shot through the brain. 

Dr. Raymon Pearl of the Johns Hopkins university proved 
that the average expectancy of length of life in non-smokers 
is 63 years, of moderate smokers 60 and of excessive smokers 
46 years. 

It must therefore be true when it is said: 
and die young.” 
prussic acid as a poison. 


“Smoke a lot 
The pure alkaloid nicotine can compete with 
Small birds die almost immediately 
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when their beaks are touched with a glass rod dipped in 
nicotine. One drop of nicotine applied to the skin of a 
rabbit is sufficient to shock it severely. : 

Two medical students in von Schroff’s laboratory in 
Germany experimented on themselves with 1-4.5 mg. nicotine 
Both showed dangerous signs and symptoms of poisoning. The 
chief signs were salivation, vomiting, intense headaches, rapid 
and difficult breathing, extreme fatigue, numbed senses, 
diarrhoea, extreme dyspnoea, fainting attacks and later 
collapsed with pale faces, cold hands and recurrent attacks 
of clonic cramps. This state of poisoning lasted for three 
days. 

Nicotine is easily absorbed by all the mucous membranes 
and by the intact skin. Symptoms of chronic nicotine 
poisoning are mental depression, mervousness, digestive 
disturbances, e.g. loss of appetite, diarrhoea alternating with 
constipation, palpitations, irregular pulse beat, chronic cough, 
pain in the chest, excessive perspiration, acidity, gastric ulcers 
and loss of weight, loss of sense of taste, hearing and smell. 

The presence of nicotine has been demonstrated in mother’s 
milk, viz. up to 4.7 parts to 10,000,000 parts of milk; and it 
is known that it may cause abortion. Further it causes high 
blood pressure, arteriosclerosis and a more rapid pulse beat 
by 28 beats per minute. 

Smoking causes the arterioles and veins in the hands and 
feet to contract and may cause a tingling sensation. 

1,000 sufferers from Buerger’s disease, i.e. insufficient 
circulation in the legs, it was found that all were heavy 
smokers The arterioles of the brain also contract and cause 
dizziness due to diminution of the circulation. 

At the end of the day smoke your first cigarette whilst 
writing a letter; in a minute or two you will note that your 
handwriting has become uncertain. The reason for this is 
probably affection of both nervous and circulatory systems. 

Nicotine may cause angina pectoris and latterly 
arteriosclerosis has also been attributed to smoking. Finally 
tobacco amblyopia, a failure of vision characterized by 
bilateral central scotoma, is well known. 

It will no doubt be proved when the experiments of Dr. 
Evarts Graham of Washington University have been concluded 
that lung cancer is due in at least 95% of all cases to smoking. 
Pipe smoking has been proved to cause cancer of the lip. 

The prognosis of this poisoning is good when the use of 
tobacco is forbidden. Various experiments have been carried 
out to determine the action of nicotine on the nervous system, 
alimentary tract and heart. 

——— of nicotine to the heart prevents stimulation 
of the trunk of the vagus from having any influence on the 
heart, presumably from paralysis of the cells, of Remat’s 
ganglion, which lies at the termination of the vagus fibres, or 
of the synapses between the vagus fibres and the ganglion 


cells. This again shows how nicotine may influence the heart 
detrimentally. 
Nicotine resembles curare in blocking the passages of 


impulses from the motor nerves to the skeletal muscles by 
acting not on the axon termination but on the substance 
between these terminations and the contractile substance of 
the muscle. This substance has been termed ‘receptor 
substance’ by Langley who has furnished evidence of its 
existence. Intravenous injection of nicotine causes a primary 
general excitation of all visceral ganglion cells. There occurs 
an enormous rise of blood pressure which may be accompanied 
by other sympathetic effects such as dilatation of the pupils, 
secretion of saliva, erection of the hair, etc. This rapidly 
passes off and it is then found impossible to evoke any reflex 
visceral effects or any contraction, e.g. of the blood vessels, 
by stimulation of the spinal cord. 

The passage of the impulses is blocked in every one of 
the visceral ganglia. Nicotine initially stimulates the vagus 
nerve and consequently the heart beat is slower, but later 
it paralyses the nerve and thereafter a too rapid heart beat 
is noteworthy. 

Considering all the effect of nicotine ot the human body, 
one may really ask why, then, does one smoke. The answer 
to this question is difficult to find, and one can only come 
to the conclusion that it is just a habit like chewing nails, 
but a much more vicious and pernicious one. 


Van Riebeek Street, G. D. Reitz. 
Stellenbosch. M.A., Med. Docts., Arts. 
17 May 1950. 
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